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Forty-two years ago Dr. J. B. Herrick devoted ap- greatly enlarged heart. The good-risk patient does not 
proximately one minute to treatment in his well-known have any of these conditions. As stated, the vagaries and 
treatise on sudden coronary artery obstruction,’ quoted treachery of the disease do not permit exactitude of clas- 
in part here: “If these cases are recognized, the im- sification, but a reasonably large study * indicates a 
portance of absolute rest in bed for several days is clear. mortality of 3.4% and a thromboembolism incidence 
It would seem wiser to use digitalis, strophanthus, or of 1.3% in the good-risk group as contrasted with a 
their congeners than to follow routine practice of giving mortality of 60% and a thromboembolism incidence of 
nitroglycerine or allied drugs. The hope for the dam- 11.5% in the poor-risk group. Obviously, any argu- 
aged myocardium lies in the direction of securing a sup- ment for or against a given therapy must be brought in 
ply of blood through friendly neighboring vessels so line with some such evaluation. 
as to restore so far as possible its functional integrity.” 

Today, in spite of prolonged and detailed discussions of ates seaceaaneaneainaiie 

therapy, myocardial infarction cannot be consistently Before discussion of special features of treatment 
prevented, and we must still perforce limit our remarks such as management of shock, anticoagulants, and arm- 
largely to the management of exigent situations arising chair rest versus strict bed rest, a few already well re- 
in its clinical course. This summary statement of therapy viewed axioms may be summarized briefly. Pain must 
of myocardial infarction in the space allotted must be be relieved as promptly as possible. As far as we know, 
curtailed of necessity, and we will make no attempt to no better drug is available for this purpose than mor- 
review the many efforts devoted to the etiology and pre- phine. Meperidine (Demerol) has been recommended, 
vention of coronary disease. but the analgesic effects of this drug are limited, making 

To evaluate therapy, some estimation of the severity it of value only in the milder pain episodes, generally 
or extent of the myocardial infarction must be kept in after the second Gay. 
mind. Admittedly, even the smallest and apparently ber the anticholinergic effects of the drug and the conse- 
most benign infarction may be in some cases difficult to quem suppresncn of the bladder reflex in older a 
classify because of its vagaries second to no known dis- Occasionally ‘ methadone causes less nausea and vomit- 
ease. Statistically, however, the poor-risk and the good- ing than morphine, but it does not any the pain-con- 
risk patients can be separated. Two? to three * days trolling power of morphine. Atropine will not uncom- 
after infarction, the poor-risk patient has been found to monly relieve pain after full dosage of morphine has ap- 
have one or more of the following conditions: history of parently failed. This is true when the heart rate is quite 
a previous infarction; presence of intractable pain; se- slow. Oxygen should be given for dyspnea, cyanosis, 
vere continuing shock; presence of congestive heart shock, or poor pain control, but, after a day or two, in 
failure; occurrence of an arrhythmia, such as auricular the absence of these signs, it may be annoying to the 
paroxysmal tachycardia, auricular fibrillation, auricular patient and of no added value. If used under the correct 
flutter, frequent ventricular ectopic beats from more than indications it is valuable. When unnecessarily adminis- 
one focus, ventricular tachycardia, and heart block; his- tered it can be a nuisance and a psychological hazard. 
tory or presence of thromboembolic phenomena; and a No rigid rules need be laid down for diet. In the first 
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few days, liquids and a little toast or zwieback to allay 
gaseous distention may be all that should be given to ill 
patients. In good-risk patients and in poor-risk patients 
who are improving, a low-salt diet of simple foods rang- 
ing from 1,000 to 1,400 calories, depending upon the 
patient and his weight, is advisable over heavier diets. 
Fluid intake and method of fluid administration depend 
upon such factors as vomiting, sweating, temperature, 
and renal function. As a rule, little is gained by a daily 
fluid intake of over 3,000 cc., and generally 2,000 to 
2,500 cc. will suffice. Liquids should not be iced. It 


Taste 1.—Mortality in Good and Poor-Risk Patients with 
Myocardial Infarction Treated by the Chair (Up) 
or Strict Bed Rest (Down) Methods 


Mortality 
Good — Poor - 
Risk No. % Risk No. 
Up 20 l 5.0 2 10.6 3 
Down 22 2 9.1 19 4 21.0 41 6 14.7 


Mortality Mortality 


~ 
% Total No, 


goes without saying that heavy liquid petrolatum (min- 
eral oil) and occasional small enemas should be used 
to make colic elimination as effortless as possible. The 
commode should replace the bedpan unless shock or 
debilitation of the patient prevents his using it. 


STRICT BED REST VERSUS CHAIR AND BED REST 


Our experience with the chair and bed rest method 
of management has been salutary and in accord with that 
of others.‘ We have recently * extended these observa- 
tions to include any differences produced by this method 
in both the good-risk and poor-risk patients. Table | in- 
dicates no greater mortality, in fact less, in patients 
treated with chair rest than in patients on a regimen of 
strict bed rest. The psychological benefits were obvious 
in the group allowed to sit up. Observations in table | 
were derived from a study of 80 consecutive hospital 
admissions classified either as good or poor-risk patients, 
as stated above. Of the total number of patients (39) 
allowed to sit up, none were in the 30-39 year age group, 
9 were in the 40-49 year age group, 10 were in the 
50-59 year age group, 14 were in the 60-69 year age 
group, 4 were in the 70-79 year age group, and 2 were 
in the 80-89 year age group. Of the total number of 
patients (41) treated by strict bed rest, 2 were in the 
30-39 year age group, 9 were in the 40-49 year age 
group, 8 were in the 50-59 year age group, 16 were in 
the 60-69 year age group, 5 were in the 70-79 year 
age group, and one was in the 80-89 year age group. The 
patients who were allowed to sit up were helped or 
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lifted into the chair from the second to the fifth day 
after infarction, and ambulation was not allowed at any 
time. Final evaluation of mortality and incidence of 
such conditions as thromboembolism and arrhythmia, 
as attributed to either the bed or chair methods, have 
not been correlated, but this study has uncovered no 
glaring contraindication to the chair method, and it ap- 
pears that a large majority of patients with myocardial 
infarction can be so treated. As a matter of interest we 
have recently calculated “cardiac work” in patients with 
myocardial infarction and in other patients in the re- 
clining and sitting position (table 2). The Starr ° for- 
mula was used to estimate stroke volume and the for- 
mula suggested by White ° was used as an estimate for 
cardiac work. In all but two patients, cardiac work was 
less in the sitting position; in these two the differences 
were not significant. More exact studies by Coe,’ with 
precise laboratory methods, indicate less cardiac work 
in the sitting position. 
SHOCK 

Shock complicating myocardial infarction has been 
correlated with a fatality rate of 80% or greater.» Samp- 
son and Zipser ° indicate that this rate may be substan- 
tially reduced with suitable methods to combat shock, 
particularly with continuous administration of arterenol 
by intravenous drip. Here again the survival rate must 
be influenced to some extent by the nature and degree 
of the shock. Selzer’s '’ realistic approach to this prob- 
lem and his clinical classification of shock associated with 
myocardial infarction are clinically recognizable and 
represent a point of departure for the estimation of 
therapeutic results. He divides shock in myocardial in- 
farction into four types: type 1, early shock with re- 
covery; type 2, early shock, persistent, with fatal out- 


TaBLe 2.—Estimate of Cardiac Work in Lying (Down) and 
Sitting (Up) Positions 
Cardiae Work, 
ky. Meters See. 


Case 
No. Sex Diayenosis Down Up 
1 is M 3 wk. after myocardial infaretion 3.27 3.53 
is M after myocardial intaretion 1.05 4.14 
3 72 M 3 wk. after myocardial intarection 2.91 3.11 
4 67 M 4 wk. after myocardial infaretion 3.76 3.75 
M wk. after myocardial infaretion 3.05 64 
6 52 M 4 mo. atter myocardial intaretion 3.13 3.31 
7 4 M 2 mo. atter myocardial infaretion 5.75 14 
8 (6? M 3 mo. after myocardial infarction 7.02 
9 60 I Coronary sclerosis, anginal syndrome 5.20 5.14 
th) 66 M Thrombophlebitis 3.95 3.71 
11 No disease 3.38 2.87 
12 65 i Agitated depression 8.25 8.04 
*Starr formula for stroke volume. White formula for eardiae work. 


come; type 3, shock associated with cardiac arrhythmias; 
and type 4, late shock with gradual onset and generally 
fatal outcome. The clinical course of the patient il- 
lustrated in figure 1 offers several examples of both 
type | and type 3 shock. This patient had episodes of 
shock, with recovery after morphine and oxygen, with 
spontaneous recovery, with recovery from shock follow- 
ing the occurrence and control of arrhythmia, and with 
prevention of shock by continuous arterenol drip. It is 
probable that this very ill patient would have survived 
without arterenol. A decision to use or not to use a 
pressor amine in borderline shock in a patient with de- 
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batable blood pressure levels may be reached by deter- 
mining the amount of urinary flow. Oliguria indicates 
the necessity for relief of the shock-like state. Disap- 
pearance of shock after relief of bradycardia with atro- 
pine is graphically illustrated in figure 2. Apparent relief 
of shock by intravenous transfusion of plasma is illus- 
trated in figure 3. The advantage of arterial transfusion 
in myocardial shock has not been established. Although 
it is advisable to administer digitalis whenever conges- 
tive failure occurs, as it does often with shock, we have 
not observed any dramatic change in blood pressure 
after digitalis therapy alone except after correction of 
arrhythmia. 

In summary, depending on the nature of the shock, 
therapy may be carried out frequently in this order: 
relief of pain by morphine and oxygen; administration 
of atropine for bradycardia; plasma or blood transfusion 
for collapsed veins; digitalis for congestion; correction 
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Fig. 1.—Course of patient with eight episodes of sudden blood 
pressure depression below 90 mm. Hg systolic and three episodes below 
80 mm. Hg systolic. Spontaneous recovery appareutly followed control 
of arrhythmia once and correction by arterenol several times. The pa- 
tient survived and is convalescing at home two months later. AF = auricu- 
lar fibrillation; VT=—ventricular tachycardia; PAT=paroxysmal auricular 
tachycardia with ectopic focus and sudden onset and offset in spite of 
slow rate. 


of arrhythmia with quinidine, as in auricular fibrillation, 
paroxysmal tachycardia, or ventricular tachycardia; 
phenylephrine (Neo-Synephrine) given subcutaneously 
or intramuscularly as an early measure; and arterenol 
by intravenous drip for persisting shock. Arterenol ad- 
ministered in 5% glucose solution, generally 4 mcg. per 
cubic centimeter at 10 to 40 drops per minute, should 
be withdrawn gradually. Blood pressure depression after 
sudden withdrawal may be profound. Above all, treat- 
ment must be carried out promptly, and, if early meas- 
ures fail, therapy with arterenol by intravenous drip 
should be instituted within an hour after onset of severe 
shock with oliguria. 


ANTICOAGULANT THERAPY 

There is no unanimity of opinion as to which patients 
should receive anticoagulant therapy. It has been rec- 
ommended that essentially all should receive it,'' but 
contrary opinion to this is held.'* Probably every poor- 
risk hospitalized patient with myocardial infarction 
should receive anticoagulant therapy; however, the bene- 
fit to be derived from anticoagulants in the good-risk 
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cases is not great, owing to the relatively low mortality 
and quite low thromboembolic incidence already quoted 
above. Certainly, when accurate laboratory facilities 
are lacking for measurement of prothrombin time, it is 
vastly better to treat good-risk patients by the bed and 
chair method than to subject them to the hazard of in- 
duced hemorrhagic events. 
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Fig. 2.—Relief of bradycardia and shock after therapy with atropine 
given intravenously to 49-year-old woman. 


The choice of anticoagulants varies. The relative in- 
expensiveness, the single daily dose, and the wider ex- 
perience with bishydroxycoumarin ~(Dicumarol) has 
made it universally more popular. Recently, phenindione 
(Hedulin and Danilone) has appeared to offer certain 
advantages. It produces a therapeutic level of suitably 
reduced prothrombin time in one to two days'* as com- 
pared to two to four days '’ for bishydroxycoumarin. 
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Fig. 3.—Partial recovery from shock, with relief of pain and more 
rapid rise of blood pressure after intravenous transfusion of plasma, in 
59-year-old white man. 


Also, phenindione has the advantage of producing a 
more rapid return to a normal level in the event of undue 
prolongation of prothrombin time or hemorrhage (two 
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days or less as compared to an average of five days for 
bishydroxycoumarin ).'* A single injection of 5 to 10 mg. 
per kilogram of body weight of vitamin K emulsion re- 
stores prothrombin to a near normal range in three 
hours.'4 We have found phenindione inexpensive and 
relatively easy to manage with a reasonably constant 
daily dose. Generally, 100 mg. given orally, twice during 
the first 24 hours, followed by 50 to 75 mg. twice daily, 
will produce a therapeutic prothrombin level. Indi- 
vidual variation of course occurs, and a smaller mainte- 
nance dosage is sometimes necessary. Liver disease 
or congestion is always important in considering the 
dosage of anticoagulants of this type, as are old age and 
renal insufficiency. 

Anticoagulants are, of course, contraindicated in pa- 
tients prone to bleeding episodes, peptic ulcers, blood 
dyscrasias with hemorrhagic tendencies, tumors of the 
gastrointestinal or genitourinary tract, and vitamin K 
or vitamin C deficiencies. In acute coronary thrombosis 
with myocardial infarction, unless complicated by addi- 
tional closure or extension, 21 to 42 days should be a 
sufficient period for anticoagulant therapy, depending 
upon the individual patient. The indefinite prolongation 
of anticoagulant therapy as a preventive measure against 
future coronary thrombosis "' is not within the scope of 
this discussion. 


CONGESTIVE FAILURE AND CARDIAC ARRHYTHMIAS 

Digitalis should be given in most instances of definite 
congestive failure with dyspnea, increasing lung mois- 
ture, and filling neck veins. There are many patients 
with myocardial infarction who exhibit basal pulmonary 
rales early in the illness but whose congestion clears 
up promptly without medication and with no evidence of 
progression. There are even a few with mild congestion 
whose cases are controlled by one or two injections of 
1 to 2 cc. of mercaptomerin (Thiomerin). In general, 
it is better to start digitalis therapy early than late. For 
rapid digitalization 0.8 mg. of lanatoside C given intra- 
venously and followed in four hours by a similar dose is 
suitable for emergencies of an acute congestive nature. 
Digoxin is preferred for oral administration, owing to 
its rapid excretion rate, allowing relatively prompt es- 
cape from toxic symptoms should they occur. Although 
previous fear of digitalis preparations in myocardial in- 
farction is unjustified,'® it must be emphasized that 
digitalis intoxication in patients with myocardial in- 
farction is hazardous and unwise. Noteworthy are the 
relative tendencies to digitalis intoxication in older 
persons and the enhanced digitalis effect with potas- 
sium deficiency that may sometimes arise from vomiting 
and lack of food intake in these ill people.*® 

Control of arrhythmias is a matter of constant vigi- 
lance and prompt action. The routine use of quinidine 
does not seem advisable owing to various unfavorable 
effects, including depression of myocardial function; 
however, with the development of ventricular prema- 
ture beats, ventricular tachycardia, or paroxysmal tachy- 
cardia, immediate and continued preventive therapy is 
indicated. In auricular flutter and fibrillation, digitaliza- 
tion should precede the use of quinidine to restore nor- 
mal rhythm. Control of ventricular tachycardia by either 


J.A.MLA., Oct. 15, 1955 


quinidine or procainamide hydrochloride is a matter of 
trial. In the patient in figure 3, 250 mg. of procainamide 
hydrochloride, given intramuscularly every four hours, 
appeared to control ventricular ectopic beats and ven- 
tricular tachycardia but was subsequently of little aid 
against auricular fibrillation and paroxysmal tachycardia. 
Procainamide hydrochloride is effective in ventricular 
premature contractions in doses of 250 to 500 mg. given 
orally every four to six hours. Quinidine is by far the 
drug of choice in supraventricular arrhythmias and often 
may be superior in ventricular tachycardia as well. 

The development of high grades of atrioventricular 
block with posterior infarction is an unwelcome and un- 
favorable state. Occasionally use of ephedrine is justi- 
fied in breaking up repeated episodes of Adams-Stokes 
syndrome, but the dreaded sequence of complete heart 
block with temporary ventricular asystole followed by 
ventricular tachycardia is a triad of events resistant to 
any therapy, unless it occasionally responds to atropine. 
Fortunately, a few patients with marked bradycardia 
and lesser grades of atrioventricular block respond to 
the proper use of this drug. 


SUMMARY 


The management of coronary thrombosis with myo- 
cardial infarction has expanded considerably over the 
years and varies with each patient. Treatment by the 
bed and chair method is acceptable and salutary in many 
instances without increased cardiac work in the chair 
position, except in certain circumstances. Therapy for 
shock varies and may consist of any one of several meth- 
ods or a suitable combination of them. Arterenol is 
required not infrequently in sustained shock that is not 
otherwise controlled. Anticoagulant therapy is de- 
sirable in most instances of myocardial infarction, and 
phenindione seems to be a more satisfactory anticoagu- 
lant at this time. Early control of progressive congestive 
heart failure is important. Prevention or control of 
paroxysmal or sustained arrhythmias in myocardial in- 
farction is imperative. 
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Estimating Radiologic Hazards.—To evaluate reports of moni- 
tors surveying a station in terms of existing radiologic hazards 
to personnel, the officer-in-charge must know the maximum 
radiation dosage allowed for any person; . . . the dosage per- 
sonnel have already received; the effects of varying amounts 
of radiation on personnel; the existing dose rate of radiation 
in the area; and a ready, simple method for accurately and 
rapidly estimating the radiologic situation. With this informa- 
tion . . . the officer-in-charge can quickly determine whether 
to permit personnel to remain in the area; the period of time 
personnel may continue working in the area; the time when 
personnel should leave the area; whether personnel may safely 
enter another area; and how operations in a radiologically con- 
taminated area might be continued by the proper rotation of 
personnel.—Commander R. P. Nadbath (MC), U. S. N., Some 
Rules of Thumb in Estimating Radiologic Hazards, United States 
Armed Forces Medical Journal, August, 1955. 
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VENOUS HUM IN CARDIAC AUSCULTATION 


Dale Groom, M.D., John A. Boone, M.D. 


and 


Marearet Jenkins, M.D., Charleston, S. C. 


The venous hum. a continuous murmur usually of 
maximum intensity in the supraclavicular area, is a com- 
mon auscultatory finding. Heard particularly in children, 
it is of no known pathological significance. Its importance 
lies rather in its often close resemblance. because of its 
continuous or predominantly diastolic characteristic, to 
pathological murmurs. Our interest in the venous hum 
stems from the observation of numerous patients in the 
cardiology and pediatric clinics of the Medical Col- 
lege of South Carolina. in whom the murmur was trans- 
mitted down to various areas of the precordium where 
its presence was of concern in auscultation. 

In this presentation the clinical features of venous 
hum are discussed as they pertain to cardiac ausculta- 
tion. Emphasis is placed on procedures that permit the 
differentiation of this murmur from murmurs of patho- 
logical significance on the basis of clinical findings alone. 

Most present-day textbooks of cardiology and pedi- 
atrics give brief. if any, mention of venous hum. In the 
older literature it received considerably more attention 
and was. in fact, one of the earliest recorded auscultatory 
findings. Laennec * seems to have been describing the 
venous hum (which he believed to arise in the carotid 
arteries) when he wrote “Sometimes . . . particularly 
when seated in the carotids, the thrill is much more ex- 
tended than the diameter of the artery, and seems more 
superficial; it is sometimes perceptible over a space of 
two inches in breadth on the side of the neck. In this 
case the thrill is continuous and without any pulsative 
momentum: and its sphere seems more extended, the 
lighter the pressure is made with the finger.” He notes 
later a case of an adult in whom the sound could be 
heard only in one position, having ~. . . no thrill or bel- 
lows-sound in the heart or arteries when lying down, or 
sitting up in the usual manner; but if he raised himself 
in bed supporting himself on his elbow, a slight but very 
distinct purring thrill and also bellows-sound became 
perceptible over the extent of an inch square, a little 
above the nght clavicle. . . .” Laennec described clearly 
the to and fro nature of the continuous murmur ™. . . as 
if the artery were become a vibrating string, from which 
two or three notes were drawn out in succession, by ad- 
vancing and drawing back the finger upon it.” His ob- 
servation that the murmur occasionally has a musical 
quality is picturesque: “In four cases I have met with 
this sound ( which is literally musical) in the carotid ar- 
teries. In one of these cases, | at first conceived the sound 
to arise from an instrument in the apartment below. On 
a close examination it was found, that the musical notes 
were associated with a slight vibration of the artery, 
which, during its diastole. seemed to brush the edge of 
the stethoscope.” 

During the 1830's in England Hope ~ made careful 
clinical studies of “the loud murmur of the internal jugu- 
lars.” He demonstrated that its origin was venous rather 


than arterial as Laennec had supposed: “On depressing 
the finger with sufficient force to obliterate the vein, 
without obliterating the carotid artery, the continuous 
murmur, together with the musical notes, instantly cease: 
which is conclusive proof that both are seated in the 
vein.” His theory as to actual method of genesis of the 
sound seems as reasonable as any, that “in order to pro- 
duce the murmur of the internal jugular in perfection, it 
was necessary to avert the face while the neck was kept 
perpendicular and the chin well raised. The mode in 
which this position acts is, in my opinion, by placing the 
vessel in a moderate state of tension, which is favorable 
to the vibration of its walls, and also increases the sonor- 
ous effect of pressure accidentally exercised on it at any 
particular point, as, for instance, by the sternomastoid 
muscle where it crosses in front of the vein. Accordingly, 
when the head is restored to its natural position, or is de- 
pressed, the vein is relaxed and the murmur ceases or 
greatly diminishes.” Hope also noted that “the venous 
murmur is On a much lower key than the arterial bel- 
lows murmur,” that it “experiences augmentations cor- 
responding with each arterial diastole.” that it “becomes 
louder during inspiration,—especially about its end, and 
weaker during expiration,” and that “by the adroit man- 
agement of pressure with the stethoscope over or near 
large veins, the venous murmur may often be raised by a 
gradual swell, into a more or less musical hum, such as is 
yielded by a child's humming top.” Hope then added, 
“I propose to denominate this the Venous Hum.” There 
is little to add to these clinical descriptions of more than 
a hundred years ago. 

The prevalence of venous hums in children was inves- 
tigated by Landis and Kaufman * in a 1912 study in 
which they reported finding it in 84 of 99 children under 
15 years of age examined at the Phipps Institute. In all it 
was described as a continuous murmur heard in the erect 
position and diminishing or, usually, disappearing com- 
pletely in the recumbent position. Of the 84 cases it was 
heard loudest on the right side of the neck in 42, on the 
left in 17, and equally loud on both sides in 25. They 
felt that, contrary to the opinion of some of the earlier 
writers, the murmur had no definite relationship to ane- 
mia except, perhaps, that in anemic individuals there was 
perhaps less tendency for the sound to disappear on re- 
cumbency. It was their contention that “the venous hum 
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is present in the majority of children under 15 years of 
age, tending to diminish in frequency as that age is 
reached, and finally disappearing.” 

The auscultatory pitfall of mistaking a venous hum for 
a murmur of pathological significance was pointed up by 
Palmer and White ‘ in 1928 when they reviewed 14 cases 
referred for cardiac evaluation. They stressed the fre- 
quency with which the venous murmur appears at the 


Fig. 1.—Oscilloscopic sound recordings (above) with simultaneous elec- 
trocardiograms (below) of two continuous murmurs. A, venous hum re- 
corded from the precordium of a child aged 7. Murmur was of grade 4 
intensity at the right supraclavicular fossa and about grade 2 at the aortic 
area. B, murmur of patent ductus arteriosus in a child aged 8. Note 
greater amplitude during systole, with gradual decrescendo after second 
heart sound (tall, upward peak at approximately mid cycle). Murmur 
was of maximum intensity in second and third left intercostal spaces— 
region from which this recording was made. 


precordium, transmitted downward from its site of ori- 
gin, and its characteristic similarity to the continuous 
murmur of patent ductus arteriosus. 

Of 250 children examined in Sweden, Graf, Moller, 
and Mannheimer ° found a venous hum in well over 
50% under the age of 9, the incidence decreasing to 
about 30% at 12 to 15 years of age. In their series it was 
no more frequent on the right than the left side of the 
neck and could be heard equally well on both sides in 
half the cases. They likewise cited the continuous nature 
of the murmur, its accentuation on inspiration and on 
turning the head to the opposite side, its obliteration by 
jugular compression, and its maximum intensity at “the 
triangle of Sedillot, . . . the angle between the clavicle 
and the insertion of the sterno-cle:do-mastoid muscle.” 
In addition to this clinical study they measured the sound 
frequencies in 40 cases as recorded by a system of “‘cali- 
brated phonocardiography.” Their results indicated that, 
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in a venous hum, “the amplitude most often has its 
maximum in the frequency range of 50-175 cycles per 
second and often reaches 500 cycles per second.” 

Taussig ° in her book on congenital heart disease 
stresses the diastolic accentuation of venous hum. Its dif- 
ferentiation from the murmur of patent ductus arteriosus 
is aided by “the most characteristic of all features of the 
venous hum . . . its change in intensity with changes in 
position of the head and neck.” 

Our own study of the venous hum has not been a 
statistical one. We have not attempted to ascertain its in- 
cidence among patients admitted to the pediatric and out- 
patient clinics of the Medical College of South Carolina, 
but it is Our impression that the incidence of a venous 
hum of sufficient intensity to be heard on careful auscul- 
tation of the entire precordial area is somewhat less than 
the incidence of an audible venous hum in the neck. 
We have, rather, attempted to study some characteristics 
of the sound itself in a group of 14 patients, all under 10 
years of age, seen at this institution during a two month 
period. In most of these patients the hum was discovered 
as an incidental finding on routine physical examination. 
In a few cases cardiac evaluation had been requested, 
presumably on the basis of this auscultatory finding. 


METHODS 

Graphic recordings were made of the sounds as dis- 
played on the screen of a double-beam cathode ray oscil- 
loscope employing a method described in a previous 
report.’ By means of varying the recording (sweep) 
speed, two time-scales were used, one comparable to 
that of the phonocardiogram and the other a much faster 
speed revealing the wave forms and component fre- 
quencies of the sounds in detail. 


Fig. 2.—Portions of venous hum of figure 14 recorded oscilloscopically 
with expanded time scale to show greater detail of sound wave form. 
Both that at A, from systolic phase, and that at B, from the diastolic 
phase of the murmur, were made at same amplification with electronic 
pickup placed over right supraclavicular fossa. In diastolic phase sound 
is of greater amplitude and contains greater proportion of higher fre- 
quencies, both factors serving to produce accentuation of murmur during 
diastole. 


An electronic heart sound pickup,* recently developed 
in collaboration with the General Motors Research 
Laboratories, was used in direct contact with the body 
surface in place of a conventional phonocardiographic 
microphone. The -pickup was designed primarily for low 
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(subaudible) frequency recording but has a useful range 
of 2 to 500 cps. In order to selectively emphasize fre- 
quencies in the audible range—those that compose the 
actual sounds heard on auscultation—low frequencies 
were attenuated by means of filters in the electronic am- 
amplifier so that, e. g., all those below 30 cps appear in 
these tracings at less than 15% of their actual amplitude. 
Otherwise the relatively slow movements of venous and 
carotid pulsation would obliterate the much smaller 
sound vibrations. Such filtering is of course not essential 
with the use of ordinary microphone pickups that are 
themselves insensitive to very low frequencies. 


SOUND TRACINGS 


The continuous nature of the venous hum murmur is 
illustrated in figure 1A, recorded from the aortic area of 
the precordium of a child aged 7. This is a slow-speed 
recording with the simultaneous electrocardiogram be- 
low for purposes of timing. Some increase in amplitude 
of the murmur is observable during diastole, though 
this small difference is probably a minor factor in pro- 
ducing what to the ear is a prominent diastolic accentua- 
tion of the sound. Figure 1B shows in contrast systolic 
accentuation of another continuous murmur, that of pat- 
ent ductus arteriosus in a child aged 8. The two mur- 
murs appear—and sound—otherwise quite similar. 

In figure 2 portions of the same venous hum as re- 
corded from the right supraclavicular area are expanded 
in time so that each trace represents 0.13 second. A tri- 
angular wave form of 100 cps frequency is included 
above as a time reference. Figure 2A, part of the systolic 
phase of the hum, is essentially a noise type of pattern, 
like that of most heart murmurs, and is made up pre- 
dominently of an irregular assortment of frequencies on 
the order of 50 to 100 cps with a few as high as 200 cps. 

A diastolic portion of the hum, made at the same am- 
plification, is depicted in figure 2B. It is seen to differ 
from the systolic sound in that it contains many promi- 
nent waves of higher frequency, ranging up to 250 cps, 
as well as being of somewhat greater over-all amplitude. 
In addition there are runs of more regular vibrations, 
tending to have a sinusoidal type of wave form, a char- 
acteristic that was perceptible on auscultation as a cer- 
tain musical quality in the hum. Doubtless the greater 
proportion of these higher frequencies, to which the ear 
is far more sensitive, is another reason for the audible ac- 
centuation during diastole. 


CLINICAL CHARACTERISTICS 

The venous hum, a common auscultatory finding in 
children, is frequently transmitted to the precordium 
where it may be heard with considerable intensity at the 
aortic and pulmonic areas, and occasionally as far down 
as the apex. Its point of maximum intensity is, however, 
readily traceable to the supraclavicular fossa, at a site 
approximately overlying the internal jugular vein, on one 
or both sides. Unlike the murmur of patent ductus arteri- 
osus, which it resembles superfically, the venous hum has 
a diastolic rather than a systolic accentuation. Its fre- 
quency, and hence its pitch, tends to be higher during the 
diastolic phase, often with some degree of musical 
quality. 

The following characteristic features of venous hum 
are of value in differentiating it from murmurs of pat io- 
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logical significance on clinical grounds alone. 1. It is 
louder with the subject in the sitting or erect position 
and diminishes or, usually, disappears altogether in re- 
cumbency. 2. When the stethoscope is placed at the 
point of maximum intensity over the jugular vein, light 
pressure tends to increase intensity of the murmur while 
heavy pressure abolishes the sound. 3. On auscultation 
over the precordium, firm pressure with the finger on one 
or both jugular veins will cause a murmur due to venous 
hum to disappear completely. 4. Turning the subject’s 
head away from the side of origin of a venous hum in- 
creases the murmur’s intensity. The effectiveness of this 
maneuver is greater if the chin is raised rather than 
lowered. In some subjects presence of a hum is depend- 
ent upon this position, and in most subjects it disappears 
when the head is turned toward the side of origin. It 
should be borne in mind that not infrequently venous 
hums arise in both sides of the neck, the quality of their 
sounds sometimes differing on the two sides. 5. Careful 
auscultation will usually reveal that a venous hum is 
more prominent during inspiration than during expira- 
tion. 6. Other postural changes, particularly those of 
the pectoral girdle as produced by weight-bearing on the 
arms, often have a marked (but less predictable) effect 
in producing or abolishing a hum. 

Auscultatory characteristics of venous hums are more 
variable. Some tend to be more rough or groaning in 
character, especially their systolic components, while 
others are of higher pitch, of a musical, squeaking, or 
even blowing nature. The former types are usually heard 
best with a bell stethoscope, because of the attenuation 
of lower frequencies encountered in use of a diaphragm- 
type chest piece. The venous hum sound can simulate to 
a remarkable degree many murmurs of intracardiac ori- 
gin, a consideration that merits occasional reemphasis in 
its bearing on cardiac auscultation. 


SUMMARY 

The venous hum, a physiological extracardiac mur- 
mur heard in a high percentage of children and in some 
adults, is characteristically a continuous murmur with 
accentuation during diastole. From its point of maximum 
intensity in one or both supraclavicular fossae, it is fre- 
quently transmitted downward over the precordium, 
where it may simulate remarkably murmurs of patho- 
logical significance. | 

16 Lucas St. (16) (Dr. Groom). 


Foetor Hepaticus.—The breath of patients with severe paren- 
chymal liver disease often has a characteristic odor, foetor 
hepaticus. . . . Attempts to isolate from the breath the com- 
pound producing the foetor have failed because of the very 
small quantities involved and the difficulty of getting a seriously 
ill patient to breathe against the resistance of a collecting system. 

. . In patients with a strong oral foetor a very similar smell 
may be present in the urine. . . . Methyl mercaptan was isolated 
from the urine of a patient with massive hepatic necrosis; some 
dimethyl disulphide was probably also present. It might be 
expected that, in the body, methyl mercaptan would be eithe~ 
oxidized to dimethyl disulphide or methylated to dimethyl 
sulphide. We believe that foetor hepaticus is caused by the 
elimination of one or more of these-compounds in the breath. 
Little is known of the pharmacology of these c.cmpounds, but 
by analogy with closely related compounds they may well be 
toxic.—F. Challenger, M.D., and J. M. Walshe, M.D., Foetor 
Hepaticus, Lancet, June 18, 1955, 
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THE COMPENSATION PATIENT AND THE PHYSICIAN 


Jesse T. Nicholson, M.D., Philadelphia 


The care of the compensation patient by the physician 
presents a series of events that may result in an unco- 
operative patient, prolonged patient disability, an un- 
pleasant association for hospital personnel, an unappre- 
ciative employer, and a dissatisfied insurance company. 
Many physicians have experienced upon arrival at their 
office a secretary confronting them with, “Mr. Doe, of 
the X. Y. Z. Insurance Company, has phoned twice this 
morning. He wishes to speak with you right away about 
a patient that was admitted last night to the hospital on 
your service.” The physician is an hour late for ap- 
pointments. The fractured hip that was added to his 
morning operative schedule took two and one-half hours 
to pin. Mr. Doe’s insurance case was the one patient he 
did not see; the resident had said, “A fracture of the os 
calcis was admitted last night.” 


THE CLAIM AGENT 

The physician decides, “Let Mr. Doe blow!” but, as he 
skirts the corridor of the waiting room to reach the first 
examining room, he is trapped. Mr. Doe has squirmed 
by the receptionist. “Oh, doctor, just a minute,” says 
Mr. Doe. “I phoned you at the hospital this morning 
while you were operating. Since I had an errand in this 
office building, I thought I could catch you. What will 
be the total disability of Abraham Zopolski, who fell 
down that elevator shaft last night? How long will he be 
in the hospital? Will you have to do an open operation 
on him? Will he have any permanent partial disability? 
How much physical therapy will be needed?” Fortu- 
nately, the physician remembers that the waiting room 
is loaded with patients. He does not explode. He re- 
plies, “I'll send you a report on Zopolski this evening.” 
To his surprise, the young man now asks, “Doctor, about 
Henderson, who got that infection after the intramedul- 
lary nailing of his femur. How much will his hospitaliza- 
tion be prolonged?” Mr. Doe, the young man who has 
given the physician such a bad time, is a claim investiga- 
tor for one of the insurance firms that underwrite com- 
pensation insurance for employers. Compensation in- 
surance is a necessary protection for an employer and 
an employee. Physicians carry it for their office em- 
ployees. They realize the advantage of having private 
insurance firms handle compensation insurance, since 
the only alternative would be state or government pro- 
vision for compensation, with a staggering increase in 
the budget that the physician as a taxpayer would sub- 
sidize. 

The physician appreciates that all free enterprise, in- 
cluding private and mutual insurance companies, sur- 
vives by competition. At least the companies must do 
some part of the job better than their competitors. This 
ecdse could be excellent public relations or having ag- 
gressive claim agents that bear right down on the physi- 
cian. sne latter may be the secret of survival of the 


Chairman’s address, read before the section on Orthopedic Surgery at 
the 104th Annual Meeting of the American Medical Association, Atlantic 
City, June 8, 1955, 


X. Y. Z. Insurance Company. Mr. Doe, their repre- 
sentative, is, we assume, a typical claim agent who re- 
cently started with the regional office of the insurance 
company. In the claims department he has been imbued 
with the urgency of learning at once of an accident in- 
volving an insured person and immediately obtaining 
information that will determine the total cost of medical 
care and permanent disability, so that funds may be laid 
aside by the insurance firm to take care of the insured 
person. This is important for the insurance company 
since many premiums are issued on a month-to-month 
or short-term basis. If an employer has a number of ac- 
cidents in a given month, his next premium must be 
raised to cover the cost of care for the injuries. The cost 
then can be spread over several months subsequent to 
the month of injury. If, however, the extent of total dis- 
ability and the period of hospital care, follow-up treat- 
ment, and permanent partial disability are not realized 
and apportioned over a period of time, the insurance 
company must either dig into its reserve funds or bor- 
row. Either procedure is costly to the company. The 
employer, on the other hand, who has been working on 
a budget or contract will be equally embarrassed for 
funds if his premium is raised to cover costs a month or 
two before his contract job or fiscal year ends. 

It is not my purpose to absolve liability companies. 
It is my wish to make the physicians’ contacts with the 
compensation patient less arduous. For example, there 
should be no necessity for Mr. Doe to intercept a physi- 
cian at any time during the day to inquire about a patient 
under his care. We are trained physicians; our primary 
interest has been in the rehabilitation of the sick and 
injured. The majority of us have specialized in a particu- 
lar branch of medicine in order that we could concen- 
trate on improving the care of patients in a particular 
field. We are authorities on Mr. Zopolski’s injury. We 
cannot estimate to the day when he will go back to work, 
but we can give a preliminary estimate that would not be 
far off, and we can prognosticate that he will have a 
permanent partial disability. Compensation companies 
provide forms requesting information. These are be- 
lieved simpler means of communication than a letter. 
We detest forms of all types. Insurance forms are, there- 
fore, no exception. But, we all accept the fact that a 
physician who refers a patient to us expects a report of 
our examination, and it is even customary to send him 
progress reports. Completion of a compensation in- 
surance form is less troublesome than writing a letter. 
It frequently can be handled by a secretary; in this way 
we could avoid Mr. Doe’s interruptions. 


INADEQUATE HANDLING OF COMPENSATION PATIENTS 

We as physicians are prone to take exception to the 
compensation patient’s attitude. We regard him as lack- 
ing confidence, being unappreciative, exaggerating his 
disability, and being uncooperative. Undoubtedly, many 
confusing thoughts occur to the patient during the se- 
quence of events that follow an accident. The injured 
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Mr. Zopolski is taken to the plant first-aid station, and 
the doctor, nurse, or first-aid team evaluate his injury 
and apply a splint. His family is called, but his family 
physician is rarely notified. It may be taken for granted 
that he has none. He is sent to a certain hospital be- 
cause the plant doctor works there, or the insurance 
doctor works there, or because the plant has endowed 
beds at the hospital. He may be seen in the accident 
ward by a disinterested intern or resident. This disin- 
terest may be the result of a policy of the hospital of 
assigning industrial cases to a particular Dr. Jones. At 
other times, the patient may be seen by a resident who 
is a perfectionist and who criticizes the poor splint and 
the plant doctors. This may be followed by a discussion 
of surgical care or procedures that are at variance with 
those utilized by the physician in charge. Too frequently 
a physician is prone to say, “We'll give you a little gas 
and fix you right up.” The patient will have the impres- 
sion that modern medical science is as depicted in the 
comic books. He, therefore, expects an immediate res- 
toration. As he recovers from anesthesia, however, he 
is completely overwhelmed and sure that some catas- 
trophe has befallen him. He awakes with nausea, head- 
ache, and at times more pain in his leg than he had be- 
fore operation. Then he observes his leg is hung from a 
“torture rack” by ropes. When he learns that the cast 
is on for weeks, he is sure he has been “fouled up.” No 
one recalls “Dick Tracy” in a cast for more than two 
days, and “Flash Gordon” is always restored by the 
following morning. 

The psychological effects on the patient in the hos- 
pital are varied. The worry associated with loss of 
earning power, the time payments on the automobile, 
the separation from home, and the possibility of loss of 
job because of residual disability are to be considered 
disturbing, to say the least. The worry may be lessened 
by the social service department’s arranging for visits by 
family and friends. It is also important that the patient 
be kept busy. Some form of occupational therapy 1s 
essential. Some type of physical therapy can always be 
instituted. Most patients regard exercise as work, but 
they live by it; therefore, the therapist should give them 
a routine to follow. The patient’s injury may be the 
resident’s problem, but the physician should make it 
his as well. He should see him on rounds, stop and speak 
with him, and not let him get the impression he is ignored 
by the physician and his questions are not answered or 
that the physician suspects he is not capable of under- 
standing. The physician should explain that the patient 
will have to have his fracture reduced under anesthesia 
and that the reduction will be held by metal pins fixed 
in a plaster cast extending from the toe to the groin. If 
the possibility of a subtalar arthrodesis is imminent, he 
should tell him an open operation will then be possible 
in six to eight weeks and he will be out of work six 
months. The physician should tell him about when he 
will go home, when he will use crutches, when he must 
return to the hospital for a cast change, and when he will 
have a walker applied to his cast. If this is left to others, 
it may be neglected, and discontent will build up in the 
patient’s mind. 
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ADVANTAGES OF A CONSULTATION 

Physicians may be responsible for prolonging a pa- 
tient’s hospitalization. delaying his recovery, and in- 
creasing his permanent partial disability. This is prone 
to occur when they undertake the management of an 
injury with which they have not had sufficient ex- 
perience, This is noticed particularly in open fractures 
and in fractures involving joints. Too many surgeons 
hesitate to request a consultation for a complicated frac- 
ture. Instead, they thumb the leaves of a textbook on 
fractures, or worse, read the second-class mail brochures 
advertising a particular piece of apparatus in which are 
shown reproductions of the roentgen films with the ap- 
paratus maintaining an infallible position of the frac- 
ture. Unfortunately, the brochure never warns of the 
appalling complications that may occur. These com- 
plications were graphically demonstrated by Dr. Charles 
N. Pease ' in his chairman’s address last year. No in- 
surance carrier will question the need for a consultation, 
unless the physician has neglected to tell them of the 
consultation before the consultant presents his bill. At 
times the physician may be confronted with a request by 
an insurance company for a consultation with another 
physician. He should simply remember this was prob- 
ably inspired by a consultant for the company who, after 
reviewing the hospital course and the x-ray films, be- 
lieved the physician might wish to be spared getting into 
difficulty just as much as he desired to prevent the pa- 
tient’s attaining a greater disability. It may be surprising 
to some physicians to learn that many physicians resent 
the suggestion of a consultation even when the problem 
is in the specialty of a fellow member of their hospital 
staff. Too well do we know if it were a member of their 
family how changed their attitude would be. We have 
cause to wonder at times what sort of an alter ego de- 
velops in the physician looking after an industrial case; 
perhaps it is his fear of losing the case. 

There are instances where physicians refuse to give 
any information to the insurance company in regard to 
a patient’s condition. The first communication from the 
physician to the insurance company may be his bill for 
medical care. What is behind his reasoning? Does he 
believe all insurance reports unnecessary? Does he be- 
lieve any communication will promote lay interference 
with the management of his patient? Has he been told 
by the patient’s attorney not to give any information to 
the insurer? This physician cannot appreciate that the 
insurance company stays in business because it pays for 
good medical care. The insured employer would not 
continue to pay premiums to an insurance company that 
caused dissatisfaction among his disabled employees. 
The insurance company acts in the capacity of a guardian 
for the disabled employee. It has every right to know 
the answers to the questions of the Mr. Doe previously 
mentioned. The answers are necessary to enable the 
company to set aside funds to cover the medical ex- 
penses. As for the patient’s attorney, he may have a 
right to ask that information be withheld if there is a 
third party involved; for example, if the patient was 
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driving a bakery truck that was struck by a “hot rod” but 
not if the insurance company accepted the case as being 
one of injuries sustained in line of employment. In the 
latter case, they are then paying the hospital bills and the 
physician’s bill and, therefore, are entitled to what in- 
formation the physician can give them. The physician 
must also be aware that, in cases in which a third party 
is involved, the lawyer representing the patient desires 
to build up medical expenses to impress a jury. The 
lawyer, therefore, may insist upon the doctor’s obtaining 
laboratory studies and consultations that are costly and 
unnecessary. The studies, incidentally, are charged to 
the insurance company that is paying for the patient's 
care. 
ESTIMATING PERIOD OF DISABILITY 

There is a great tendency for the physician to be op- 
timistic in regard to his proved surgical abilities. A re- 
port to an insurance company showing a disability period 
estimated upon the minimum possible recovery period 
can backfire. A compensation patient upon return to 
work is generally expected to do the same job he did 
prior to his injury. This job is frequently a laborious 
one. If the physical conditioning of the patient was not 
complete before he returned to work, he will either vol- 
untarily quit or be asked to quit because he cannot do 
his share of work. Then the doctor will be confronted 
with convincing Mr. Zopolski that he is only having con- 
ditioning pains and that by working he will get over 
them. Mr. Zopolski fails to be convinced and frequently 
finds a more sympathetic friend in the legal profession 
who knows a medical colleague of the physician who has 
a different evaluation of pain. Next the doctor finds him- 
self before a compensation referee trying to explain pain 
that is disabling and pain that is not disabling. 

While the claims investigator for the insurance com- 
pany may have been impressed with the preliminary re- 
port of estimated disability, he now finds that he failed 
to advise sufficient funds to continue Mr. Zopolski’s re- 
habilitation. Rarely do compensation patients follow a 
textbook formula. It is a good plan to prepare the in- 
surance company by adding 20% to what is at first 
anticipated as time of total disability. In this way the 
insurance company and doctor are saved a poor estima- 
tion. 


MORE PERSONAL PHYSICIAN-PATIENT RELATIONSHIP 

When Zopolski, in the physician’s opinion, is ready for 
work, he should discuss it with the patient. If the physi- 
cian does not think he can return, his activity in occupa- 
tional therapy and physical therapy should be stepped 
up or he should be given such a program and the physi- 
cian should arrange to talk with him again in two weeks. 
The physician should not just write the insurance com- 
pany saying Zolpolski has attained his maximum im- 
provement; he has 50% disability of his foot; he requires 
no further treatment; he may return to work. This is a 
sure formula to send Zopolski to a lawyer and to force the 
physician into compensation court for a hearing before 
the referee. First, the physician should take time to tell 
Zopolski that he thinks he can try going back to work, 
that he believes he will continue to improve while at 
work as rapidly as he will continuing with physical ther- 
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apy and occupational therapy, and that he realizes he 
will get a better pay check by going to work than he is 
getting for disability. The physician can say he is recom- 
mending that the insurance company pay him partial 
disability for 50% loss of function of his foot. He can 
tell him this amount may even prove to be too high or, 
possibly, not enough, but the true permanent partial dis- 
ability can be determined better after he has worked 
three months or six months. If, on the other hand, the 
man were a structural steel worker and were to retain 
a 50% loss of his foot and but 45 degree motion of the 
knee, it would obviously be unsafe for him to consider 
his previous work. He should have been told some 
months before he had attained maximum medical 
restoration that he could not go back to structural steel 
work. He should have had an opportunity to express 
what other work he was fitted to do and believed he 
could possibly do with a stiff foot and a knee that would 
not permit him to climb or kneel. Efforts should have 
been made to prepare him, at least mentally, physically, 
and technicaily for a different type of work while he was 
under treatment. 


EVALUATING PERCENTAGE OF DISABILITY 

The method of evaluation of permanent partial dis- 
ability of a compensation patient varies in different 
states. Generally, it is on the basis of percentage of the 
part, as hand, foot, leg, or arm, or on the basis of per- 
centage of the body as a whole. In New York state, the 
physician in charge of the compensation patient is merely 
asked if the subject has or has not disability. If dis- 
ability is proved, the percentage of disability is deter- 
mined by physicians employed by the bureau of work- 
men’s compensation. There are a few ways, however, 
that a physician might be prejudiced in his opinion of 
disability. The evaluation of his surgical result is often 
quite optimistic. The evaluation of the disability of a 
member of his family or a friend may be a bit pes- 
simistic. In such situations, to avoid critical implications, 
it would be wise to have an evaluation of disability by a 
consultant. A physician must also guard against his 
opinion of disability being influenced when his fee is 
contingent upon an award to the claimant. In these 
cases, the claimant generally has a lawyer who may be 
working on such a basis. This lawyer, however, should 
not be permitted to place a member of the medical pro- 
fession in a position subject to fee influence. The fee 
should be arranged prior to the examination. While most 
of us dislike being called before a referee, we should 
feel an obligation to give testimony for either claimant 
or defendant. If we felt this obligation more strongly we 
could remedy the stigma of “claimant’s witness” or “‘in- 
surance witness” that is too frequently attached to our 
colleagues. 

The evaluation of a claimant’s disability is a re- 
markable guess on the part of most physicians. This 
guessing can reach extremes. Two orthopedic surgeons, 
Drs. A. and B., with similar training, board certified, and 
working in the same city, testified before a federal referee 
that a stevedore with a healed patellar fracture had dis- 
ability of the knee, according to Dr. A. (for the insurance 
company) 15%, and according to Dr. B. (for the 
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claimant) 85%. It is not possible that prejudice can in- 
fluence thinking to such an extent. It is possible that 
they were inexperienced. Resident training programs 
rarely touch on evaluation of disability, Certainly, if 
the residents had better training, such discrepancies 
would be less likely to occur. It is such discrepancies 
that take decisions that should be made by physicians 
out of their hands and put them in the hands of laymen. 
The decisions on disability, in most hospitals, are made 
by a junior staff member who is assigned to the indus- 
trial or compensation clinic. The residents are spared 
this chore because of their lack of experience and the 
danger of getting their chiefs into compensation court and 
because they are not interested. Why should it not be 
interesting? We teach residents to determine joint mo- 
tion, both in diagnosis and in evaluation of end-result. 
Why should we not encourage them to do a little mathe- 
matics and determine the percentage of function loss? 
A few training programs carry this out with their frac- 
ture evaluations but seldom as a routine with patients 
recovering from compensable musculoskeletal lesions. 
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SUMMARY AND CONCLUSIONS 

The compensation patient and the physician would 
have fewer problems if these recommendations were 
followed: 1. The insurance company should be regarded 
as the responsible guardian. 2. The same physician- 
patient relationship should prevail with the compensa- 
tion patient as with other patients. 3. The family physi- 
cian should not be ignored. 4. Consultations should be 
requested as freely as for other patients. 5. Underevalu- 
ation of disability should be considered more difficult 
to correct than overevaluation. 6. The patient should be 
informed by the physician in charge of his recommended 
disability rating. 7. The physician should request a con- 
sultant’s opinion on disability rating rather than permit 
personal interests to influence his opinion. 8. The phy- 
Sician’s appearance in compensation court should be an 
accepted responsibility in order to reduce instances of 
“claimant’s witness” or “defendant's witness.” 9. Dis- 
ability evaluation should be included in the resident spe- 
cialty training programs. 

330 S. Ninth St. (7). 
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The discovery of each new therapeutic agent is a 
challenge to the medical profession. When the judicious 
use of these agents may mean the difference between 
a useful life and a useless life and between a long life 
and an early death, the responsibility on the physician 
is overwhelming. Prednisone and prednisolone are two 
such agents. They are the chemical analogues of corti- 
sone and hydrocortisone, respectively, and the chemical 
relations are shown in figure |. Prednisone was for- 
merly known as metacortandracin and prednisolone as 
metacortandralone. When given systemically in sufficient 
amounts, they have the same antirheumatic, anti-inflam- 
matory, and antiallergic effectiveness as pituitary corti- 
cotropin (ACTH), cortisone, and hydrocortisone. As 
can be seen in figure 2, freedom from sodium retention 
is impressive. Also note in figure 2 that, following the 
use of cortisone, sodium excretion decreased and body 
weight tended to increase. The tendency to retain sodium 
is extremely variable from person to person under corti- 
sone, hydrocortisone, or pituitary corticotropin therapy. 
At times it is a limiting factor, and in those instances the 
new steroids can be used to great advantage. These two 
new steroids, when given in toxic amounts, produce the 
other metabolic effects (so-called side-effects) caused 
by overdosage of the older steroids used as therapeutic 
agents. Some people are predisposed to alterations of 
the gastrointestinal tract, and whether pituitary corti- 
cotropin and the corticosteroids make this worse has not 
been fully determined. It is known, however, that per- 


foration of ulcers can occur in persons while they are 
under heavy therapy with these materials even though 
they have no symptoms. 

When pituitary corticotropin is injected into a person 
with normally functioning adrenals, the steroid hydro- 
cortisone, shown in figure 1, and many other substances 
are promptly produced. As every physician knows, 
adrenal cortical hypofunction (Addison’s disease) is due 
to lack of adrenal cortical tissue. When adrenal cortical 
tissue is absent, the injection of corticotropin obviously 
fails to produce any adrenal steroids. It is noteworthy 
that, when adrenal cortical tissue is absent, patients do 
not have symptoms of arthritis or other diseases that 
can be ameliorated by the use of selected adrenal ste- 
roids. It is most important to stress that, in the com- 
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plete absence of adrenal cortical tissue, relatively small 
amounts, 12 to 15 mg., of the steroids shown in figure | 
can be effective in relieving the symptoms of adrenal 
cortical hypofunction. In recent years it has been 
shown that either pituitary corticotropin or certain of 
the adrenal steroids, when given in unphysiological doses, 
can be lifesaving in treating many diseases. With each 
of these materials we have had sufficient experience to 
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Fig. 1.—Structural formulas showing chemical relations of cortisone 
hydrocortisone, prednisone, and prednisolone. 


State that we consider them the therapeutic agents of 
choice in many conditions, such as severe cases of pem- 
phigus vulgaris, acute disseminated lupus erythematosus, 
acute exfoliative dermatoses, acute drug eruptions, acute 
urticarial reactions, acute allergic reactions to thera- 
peutic agents, serum sickness, angioneuroedema, and 
acute bronchial asthma. When a physician is confronted 
with a patient with such a disease, he must evaluate 
promptly the sum total of the medical situation. Proper 
diagnosis is the very essence of successful therapy. The 
therapeutic agent should be chosen and employed 
promptly. (We find it advisable in the beginning to 
administer sufficiently large doses of the agent chosen 
and taper off, if one can, so as not to overtreat the 
patient. When administered for short periods in properly 
selected patients, we need have little concern with toxic 
reactions and adverse physiological effects.) In each 
patient there may be many conditioning factors, some of 
which are heredity, age, previous disease, and nutritional 
state, all of which can exert their influence. 
Hydrocortisone and prednisolone in the form of a 
salve or lotion are very effective in the treatment of 
certain skin disorders in the young, in the middle-aged, 
and in the aged. The hydrocortisone and prednisolone 
shown in figure | have a hydroxyl group on the 11- 
carbon and are a great deal more efficacious when ap- 
plied locally than the two corresponding cortisone com- 
pounds. Likewise, cortisone and prednisone are not 
nearly as efficacious when injected into acutely swollen 
joints of patients with rheumatoid arthritis as are their 
analogues. (The ester of hydrocortisone most effective at 
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this time and best suited is hydrocortisone tertiary- 
butylacetate.) Obviously then, the hydroxyl grouping 
on the 1 1-carbon is important in localized therapy. Hy- 
drocortisone and prednisolone are incorporated in the 
ointment or salve in amounts of from 0.5% to 2.5%. 
They are painless, odorless, and practically invisible, and 
we have seen no sensitization to either compound. Pru- 
ritus and oozing from the skin are relieved promptly. 
Such treatment, of course, is suppressive, not curative. 
The skin of older persons is drier and rougher than that 
of younger persons. It has less turgor and elasticity and 
less fat. Drug eruptions are seen rather frequently in 
persons over 50 years of age, and itching may be the 
only evidence of drug intolerance. Circulatory, degenera- 
tive, and other diseases have an adverse effect on the 
skin. In the older person the allergic dermatoses tend 
to be more resistant to therapy than they are in the 
younger person. The most important single procedure 
in every case of allergic contact dermatitis is to find 
the causative agent and try to eradicate it. If the pa- 
tient does not respond in a short time, a specialist cer- 
tainly should be consulted. 
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Fig. 2.—Comparison of effect of cortisone acetate, prednisone, and 
prednisolone on some factors of electrolyte metabolism in same patient. 


EFFECTS ON BLOOD VASCULAR DISORDERS 

Since we gained the impression that these new ste- 
roids sometimes tended to induce purpura and hemor- 
rhages into the tissues, we decided to study the effects 
of large doses in various blood vascular disorders. Their 
dramatic effect on acute lupus erythematosus and certain 
cases of leukemia has been reported by a number of 
investigators, and we shall not say more. We wish to 
share our experience, however, in administering these 
materials in large amounts to patients with tropical sprue 
and lymphosarcoma, since we have not seen anything in 
the medical literature concerning their use in these dis- 
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eases. Figure 3 shows the striking decrease in erythro- 
cyte sedimentation rate and circulating eosinophils that 
occurred after the administration of prednisone in a pa- 
tient with lymphosarcoma. The patient showed improve- 
ment promptly, the involved nodes decreased in size, and 
he had a great increase in sense of well-being. He devel- 
oped no evidence of purpura or hemorrhages. Figure 4 
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Fig. 3.—Effect of prednisone on erythrocyte sedimentation rate and 
circulating eosinophils in a patient with lymphosarcoma. 


shows the response of patients with typical cases of tropi- 
cal sprue in relapse after the administration of predni- 
sone and prednisolone. Not all cases of tropical sprue 
respond to these steroids, and certainly folic acid given 
orally and vitamin By,» given by injection are preferred 
methods of treatment. In fact, only patients with so- 
called refractory cases of sprue probably should have 
large doses of the adrenal steroids as a routine therapeu- 
tic trial. After the administration of adequate amounts of 
prednisone or prednisolone, the stools frequently change 
from liquid to solid just as they do after cortisone or 
hydrocortisone therapy. None of these patients devel- 
oped hemorrhages or purpuric lesions in the skin, thus 
indicating that large doses may be beneficial, provided 
the time of treatment is not too protracted, without fear 
of blood vascular disorders. 

The fact that patients with such different syndromes 
as those mentioned above, and there are many others 
that we have not mentioned for lack of space, are ben- 
efited by the proper use of pituitary corticotropin and 
the steroids under consideration here supports a concept 
of their wide range as therapeutic agents. The ameliora- 
tion of symptoms and disappearance of signs are clinical 
leads of great significance. One needs to know the effect 
on the pituitary and suprarenal glands of large doses of 
these steroids. Perhaps if this were known, we would 
know how to maintain normal functions of these glands. 
If we but knew enough, could we not augment function 
by giving proper nutrients? Is it not of the greatest sig- 
nificance that persons with adrenal cortical hypofunction 
or hypopituitary cachexia (Simmond’s disease) do not 
have as an integral part of their syndrome arthritis, 
asthma, or any of these other conditions under con- 
sideration? 

With this thought in mind, we will turn to a considera- 
tion of the medical problems, where there is more dif- 
ference of opinion and a great deal of confusion. About 
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one-third of the visits to doctors and clinics in the 
United States are made by patients who have arthritis 
and rheumatic diseases. These diseases are the nation’s 
number one crippler. As a result of these diseases, some 
5 million people are disabled, and each year about 300,- 
O00 become unemployed. There are many forms of rheu- 
matic disorders—some 30 different clinical syndromes. 
Some of them, such as bursitis, myositis, scleroderma, 
lupus, and polyarteritis nodosa, are systemic only and 
may not involve the joints. Of all the rheumatic cripplers, 
rheumatoid arthritis is the worst. [ts cause is unknown, 
and there is no specific cure for it. It strikes both young 
and old, but usually it appears between the ages of 20 
and 50 years. Some 50% of those afflicted are disabled 
before they reach 45 years of age. The prognosis in many 
cases need not be poor if early and proper therapy is 
initiated. In older persons osteoarthritis is the most com- 
mon form. These brief statements are the consensus of 
practically all physicians who have worked with arthritis 


_and the rheumatic diseases. 


In rheumatic disorders and other conditions, altera- 
tions in cellular metabolism may rapidly influence ali- 
mentation, absorption, and utilization of food elements. 
The jong-term problem requires that we maintain proper 
caloric, nitrogen, vitamin, and electrolyte balances. Fre- 
quently supplemental vitamin therapy and assurance of 
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Fig. 4.—A, hemopoietic response of a patient with tropical sprue 
to prednisone. B, hemopoietic response of a patient with tropical sprue 
to prednisolone, 


an adequate protein intake are urgently needed. These 
two new steroids, like cortisone, hydrocortisone, and 
pituitary corticotropin, are appetite-stimulating. The in- 
crease in food intake shown in figure 5 is representative 
of the effect of either prednisone or prednisolone on the 
food intake of persons with collagen diseases. Frequently, 
when given enough time and an adequate diet, the patient 
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will restore his nutritional status toward the optimum. 
Supplementation of vitamins, minerals, and proteins Is 
frequently required. 


LIMITATIONS OF STEROID THERAPY 

Before getting too far into specific studies and recom- 
mendations, we would like to stress, as we already have 
stressed in our recent article,’ that the physician and the 
patient should recognize the limitations of steroid ther- 
apy; that is, these materials may give relief but they do 
not cure. They should guard against prolonged exces- 
sive therapy as much as possible. The physician should 
recognize the value of and exploit fully the use of 
salicylates. (They must be given as tolerated regularly, 
not just on occasion.) It is very important to evaluate 
the physical capacity of the patient and to encourage 
its maintenance through systematic activity, work, 
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Fig. 5.—A, nutrients supplied by diet of patient with rheumatoid arthri- 
tis before and after treatment with prednisone. B, nutrients supplied by 
diet of patient with rheumatoid arthritis before and after treatment with 
prednisolone. Allowance of nutrients was recommended by the Council 
On Foods and Nutrition, National Research Council. 


and/or exercises or other physiotherapy as tolerated and 
needed. Next and also very important, any added justi- 
fiable psychological boost should be given; that is, ex- 
plain that in the course of events most cases eventually 
become quiescent; that in many patients activity de- 
creases and becomes quiet; that in others there are vary- 
ing degrees of activity, depending on unknown factors; 
that any therapy is aimed at tiding through periods of 
activity in hope of a period of remission; and that the 
better the general health can be maintained in the active 
periods, the better the condition in the quiescent period 
to follow. 
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It has been obvious from the first that the steroids 
should always be used at a minimal dosage level. The 
symptoms of overdosage are well known. Acne, eupho- 
ria, abnormal appetite, frequency of urination, nausea 
and vomiting, headache, insomnia, leg cramps, hemor- 
rhage, and moon face are a few of the important symp- 
toms. Long-term treatment at a high dosage level has 
many hazards, and we frequently interrupt therapy to 
let the patient go as long an interval as possible without 
treatment. This has proved to be important, but we will 
not discuss it here as less severe cases can often be 
handled by a mixture of salicylates and these anti- 
arthritic steroids. For many years we have used various 
forms of salicylates, and since 1948 we have been using 
various antiarthritic steroids and pituitary corticotropin. 
All of our studies have been concerned with preventing 
disabilities and avoiding overdosage. Each case is dif- 
ferent, and if the physician is not resourceful, too often 
the body has to cope simultaneously with the disease 
and the remedy. 

Since a considerable number of patients with chronic 
arthritis have been brought to us showing the stigmas of 
overdosage of pituitary corticotropin or the steroids, we 
have investigated and found that many of these patients 
had been undertreated, or in some instances not treated 
at all, with salicylates. Gradually we have shown ® that 
the effect of salicylates and these newer therapeutic 
agents is additive and that combined therapy offers a 
more practical means of treating many arthritic patients. 
We have used many and various combinations of the 
salicylates and antirheumatic steroids, and we are of the 
opinion that there must be enough of the steroid to be 
definitely effective and enough of the salicylate to pro- 
duce a strong additive effect so that less steroid will be 
required to produce the desired result. 


EVALUATION OF STEROID AND SALICYLATE 
COMBINATIONS 


The S. E. Massengill Company has sent us two formu- 
lations for evaluation. The first, Salcort, has been avail- 
able for eight months, and, as far as we know, no doctor 
who has used it has found any evidence of water or so- 
dium retention. It contains: cortisone acetate, 2.5 mg.; 
sodium salicylate, 325 mg.; aluminum hydroxide gel, 
dried, 130 mg.; calcium ascorbate, 65 mg.; and calcium 
carbonate, 65 mg. Each tablet of the second formulation 
contains: hydrocortisone acetate, | mg.; cortisone ace- 
tate, 2.5 mg.; potassium salicylate, 0.3 gm.; calcium car- 
bonate, 60 mg.; calcium ascorbate, 60 mg.; calcium pan- 
tothenate, 5 mg.; and aluminum hydroxide gel, dried, 
0.12 gm. We have found both of these products to be 
effective in relieving properly selected patients with rheu- 
matoid arthritis and we have found no clinical evidence 
of water or sodium retention.* More recently the Scher- 
ing Corporation has sent us a formulation, Sigmagen, that 
contains one of the new steroids with which we are con- 
cerned in this paper. Figure 6 shows graphically the rela- 
tive proportion of the ingredients of each tablet. By 
weight the acetylsalicylic acid is 400 times that of pred- 
nisone. Prednisone has been shown by a number of in- 
vestigators to be four to five times more potent per 
unit of weight than cortisone or hydrocortisone in reliev- 
ing patients of the symptoms of arthritis. 
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When we received the mixture of acetylsalicylic acid 
and prednisone, we decided to administer it to four 
patients whom we know well and in whom we know 
what type of response to expect. We considered that any 
combination of salicylates and these adrenal steroids, to 
be satisfactory, would have to produce a definite clinical 
improvement and decrease the erythrocyte sedimenta- 
tion rate without significantly affecting the number of 
circulating eosinophils. The dosage and effect on the 
erythrocyte sedimentation rate of the four patients are 
shown in figure 7. In each patient there was a prompt 
clinical response beginning on the second day of therapy, 
and in none of the patients was there a significant de- 
crease in circulating eosinophils. 

Because it is important to avoid adrenal atrophy, we 
decided to do special studies of the effect of this mixture 
of acetylsalicylic acid and prednisone on the number of 
circulating eosinophils. We have a number of patients 
who have what we term chronic eosinophilia, whose 
circulating eosinophils decrease promptly and propor- 
tionately to the potency of the pituitary corticotropin 
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injected. When the mixture of acetylsalicylic acid and 
prednisone was given to these patients in amounts up to 
three tablets four times a day, the circulating eosinophils 
of the peripheral! blood did not decrease significantly. 
Yet, note what happened to a representative patient 
when other antirheumatic therapy was administered 
(fig. 8). 

We then selected four patients who developed salicyl- 
ism a few days after the administration of from 60 to 
75 grains (4 to 5 gm.) of aspirin daily. We gave them 
the equivalent amount (in terms of aspirin) of the mix- 
ture of acetylsalicylic acid and prednisone. The patients 
all developed salicylism, but they still had a normal num- 
ber of circulating eosinophils in their peripheral blood. 
Next we gave this mixture to some of the patients who 
had improved dramatically after the administration of 
suitable doses of prednisone or prednisolone.' The ad- 
ministration of these compounds was discontinued, and, 
when the patients were in relapse, they were given the 
mixture of acetylsalicylic acid and prednisone. Their 
response to this mixture began on the second day of 
therapy and was definite and good. It was not the 
dramatic, spectacular type of response that previously 
followed therapy with large doses of either prednisone 
or prednisolone. The patients were not as impressed 
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with their improvement on the mixture of acetylsalicylic 
acid and prednisone as they were with that which fol- 
lowed prednisone or prednisolone alone in larger 
amounts. None of them had the euphoric type of re- 
sponse frequently observed on therapy with these com- 
pounds. Without exception, however, they all improved 
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Fig. 7.—Effect of acetylsalicylic acid and prednisone on erythrocyte 
sedimentation rate of patients with rheumatoid arthritis. 


clinically as well as from the laboratory point of view. 
By giving the material as we did, that is, after meals and 
at night with food, none of the patients developed gastric 
distress, although three of them had developed it on 
former steroid therapy. From the results with these pa- 
tients with uncomplicated rheumatoid arthritis, we de- 
cided to broaden our use of this mixture of acetylsalicylic 
acid and prednisone. 


4 U.S.P. units 
1600 - PITUITARY ACTH J 
LM. 

PREONISONE 4 
= ORALLY M 
< 1200; 

30 mg. ~ 
COMPOUND F 
1000- ORALLY SN 
a 
w 
a 

800 - 
2 

600- 

400; 
w 

200- 


6 HOURS 


Fig. 8&8.—Relative decrease in circulating eosinophils in patient with 
chronic eosinophilia after administration of certain antirheumatic materials, 


We then selected 19 patients with rheumatoid arthritis 
whose disability was sufficient to keep them from work- 
ing but was not sufficient to keep them in a wheel chair or 
to keep them bedridden. After making baseline deter- 
minations on these patients, we selected from this group 
One patient with pernicious anemia in relapse and one 
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with iron deficiency anemia in relapse and treated them 
with specific therapeutic agents, that is, vitamin B,. and 
ferrous sulfate, before giving them antirheumatic ther- 
apy. The case histories of these two patients and a third 
patient follow. 
REPORT OF CASES 

Case 1.—A 64-year-old housewife was admitted complaining 
of weakness and aching of the left knee and of both feet and 
hands that had been present in varying degrees of severity 
for 25 years. Although she never was disabled, she did have 
to walk on crutches for several weeks soon after the onset of 
her illness. The pain and aching of her joints were constant and 
caused her considerable discomfort, especially in damp, cold 
weather. Many nights she could get little sleep. The pain “just 
seemed to use up all my energy so I have no desire to do any- 
thing. and I always feel weak and tired.” She had had salicylates 
sporadically before she came to us, but she was never free of 
pain. In addition to her arthritis, which was obvious, she had 
pallor of the skin, nailbeds, and conjunctivas and some sore- 
ness of the tongue, which clinically suggested pernicious anemia. 
Laboratory findings confirmed this diagnosis. Her red blood cell 
count was 3,050,000 per cubic millimeter and hemoglobin 9.3 
gm. per 100 cc. (60%). The bone marrow showed typical mega- 
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Fig. 9.—Relative decrease in corrected erythrocyte sedimentation rate 
with antirheumatic compo stnds in patient in case 2 


loblastic arrest. Repeated gastric analyses showed no free hydro- 
chloric acid in the gasiric juice even afier histamine stimulation. 
Glucose tolerance curve was normal. 

She was given 30 mcg. of vitamin B., which produced a 
typical reticulocytosis, fellowed by an increase in red blood 
cells and hemoglobin, relief of the soreness of her tongue, and 
disappearance of the pallor of her skin, nailbeds, and con- 
junctivas. While she felt much better in general, there was no 
relief of her arthritis, and two months later her blood values 
were down to the initial level. We gave her a potent intrinsic 
factor concentrate and 15 meg. of vitamin B,. orally every day 
for 10 days. Again she responded as a typical pernicious anemia 
patient. but again the arthritis was not relieved, thus showing 
clearly that even though her anemia was corrected, she had 
not obtained satisfactory relief of her arthritis. It was obvious 
from the time the diagnosis of pernicious anemia was made 
that this patient would have to be treated with vitamin B,. for 
the rest of her life, and it will not be discussed further in this 
case summary. 

She was given two tablets of the mixture shown in figure 6 
30 minutes after each meal and two tablets before bedtime to 
be taken following food. After the first day of treatment, she 
had less aching of the joints and felt better than she had for a 
long time. For the first time in many months she slept all night. 
She stated that after therapy was initiated, she “just relaxed 
and went to sleep.” The erythrocyte sedimentation rate slowly 
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decreased from 22 mm. per hour to 15 mm. per hour (corrected) 
within a month. Circulating eosinophils did not decrease. She 
is now able to do all of her work and at the present time is 
being maintained with the mixture at the dosage level at which 
it was started. Later we may try to decrease it. 

Case 2.—A 41-year-old housewife was admitted three years 
ago complaining of arthritis, fatigue, and general weakness. 
Her illness began two years prior to this time with pain and 
swelling in the joints of her feet. Two months later her left 
wrist became involved. Gradually all her joints became involved. 
She lost her appetite, and, alihough she was never bedridden, 
she had to take aspirin every day to keep going. In addition 
to aspirin, she had had gold shots and physiotherapy. At the 
time we first saw her, she weighed 105 Ib. (47.6 kg.) and ap- 
peared emaciated and anemic. Her arthritis was obviously active, 
and nearly all of her major joints were afflicted. Her hands 
and shoulders were almost useless, and her finger and wrist 
joints were so swollen and stiff that she could not open her 
hands. She was unable to raise her arms to comb her hair. 

Her erythrocyte sedimentation rate was 44 mm. per hour 
(corrected). Her peripheral blood values were: red blood cells 
3,750,000 per cubic millimeter and hemoglobin 9.7 gm. per 100 
ce. (63%), and she appeared pale. Since we considered her to 
have an iron deficiency anemia, we gave her ferrous sulfate, 
5 grains (0.3 gm.) three times a day. She continued to take 
aspirin When needed as she had previously. (In persons with 
arthritis and microcytic hypochromic anemia, the administra- 
tion of ferrous sulfate frequently does not restore hemoglobin 
levels to normal, but there is usually significant improvement 
in the anemia.) 

The arthritis did not decrease in activity or severity as meas- 
used by clinical or laboratory findings. After about two weeks 
her hemoglobin level began to increase and her general health 
began to improve. She gradually gained weight and strength: 
her fatigue decreased; and she became more energetic. At the 
end of two months she was a great deal better. She was much 
less weak and looked better, but her arthritis had not decreased 
in severity. We gave her cortisone, as seen in figure 9, and asso- 
ciated with the prompt decrease in erythrocyte sedimentation 
raie was a striking clinical response. She soon was able to do 
all her housework. Cortisone therapy was discontinued, and 
for several days she had a difficult time. Gradually she relapsed 
and we gave her prednisone, as shown in figure 9, with a similar 
striking change in sedimentation rate and clinical response. 
Again this therapy was discontinued, and again there was a 
similar relapse. We gave her prednisolone, as shown in figure 9, 
with a similar response. At this time she weighed 124 Ib. (56.2 
kg.). With the last two therapeutic agents it was difficult to find 
any circulating eosinophils in the blood. Once again she re- 
lapsed when taken off therapy, and her joints became stiff and 
painful. She was then given one tablet of the special steroid- 
salicylate mixture 30 minutes after meals and at bedtime after 
food. She obtained little relief after four days’ treatment. The 
desage was then increased to two tablets four times a day, and 
relief began in 24 hours after the increased dosage. Gradually 
all the pain left. She began to sleep well, and she feels that the 
relief from this therapy, although less spectacular, is as com- 
plete. She is eating well and is gaining weight without sodium 
retention: she weighs 132 Ib. (59.9 kg.) and does all housework. 


Most patients with moderately severe arthritis have 
definite evidence of some nutritive failure at times. The 
administration of the corticosteroids will bring up the 
nutritive status toward optimum. We feel, however, that 
patients respond much better and that it is better for them 
to receive heavy supplements of the water-soluble vita- 
mins, protein, and minerals, especially iron and calcium. 
With heavy supplementation, the patient’s convalescence 
frequently is shortened, and he may be able to return to 
work sooner than he otherwise would. Sixteen of the 17 
remaining patients in the group had at some time during 
their illness taken aspirin. The following representative 
patient was selected because he never had had treatment 
of any kind. 
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Case 3.—A 64-year-old brickyard worker was admitted com- 
plaining of pain in the left leg and swelling, pain, and stiffness 
of the left knee. Thirty-five years previously he had rheumatism 
in his right leg that forced him to stay away from work for 
eight weeks. The present attack began eight months prior to 
his admission, with pain and swelling of his left knee. It was 
most painful when he was sitting or trying to sleep, and he 
could sleep only when his leg was in one certain position. As 
soon as he moved it, he awakened and usually could not get 
back to sleep. Often he felt so miserable when he came home 
from work that he went to bed without eating. He lost 12 Ib. 
(5.4 kg.) in body weight. Despite his discomfort, he continued 
working until a week before his admission when he lost his job. 
He had taken no medicine but had rubbed his knee with liniment 
or alcohol. His pain was becoming increasingly worse. He came 
to the clinic with a friend whom we were treating for arthritis 
and asked to be treated because “I am hurting so bad and I've 
lost my job!” 

Physical examination showed slight limitation of closure of 
his fingers. His left knee showed moderate increase in fluids. 
The knee was generally swollen and tender. Figure 10 shows 
the anterior aspect. He could flex his knee about 45 degrees. He 
could not straighten his leg. Erythrocyte sedimentation rate was 
23 mm. per hour. He was given two tablets of prednisone and 
acetylsalicylic acid mixture 30 minutes after each meal and at 
bedtime after food. Relief of pain in his knee began the day after 
treatment was begun, and he had a more restful night than he 
had had in months. By the following day most of the swelling of 
his knee had subsided. By the fifth day the swelling had dis- 
appeared (figure 10). By the ninth day of therapy all the pain 
had disappeared. Slight soreness of the knee remains when he 
walks, but he feels “90 per cent more better” than he did be- 
fore treatment. He sleeps well and eats well. His appetite is 
so good that “I could eat peanuts even though I haven't any 
teeth, and I can just sit down and sleep any time.” He feels 
“good all over—just like getting up and going all the time.” 
It is interesting that the pain in his knee was so prominent in 
his mind at the time of his admission that he was not aware 
that his other joints were stiff. When the pain and swelling of 
his knee decreased, he volunteered that all his joints were much 
less stiff and that he could move all of them with ease. After 
10 days of therapy his erythrocyte sedimentation rate decreased 
to 13 mm. per hour. The circulating eosinophils in the peripheral 
blocd decreased little. He has gained 6 lb. (2.7 kg.) in body 
weight and has returned to full-time work on his job. 


This patient obviously would have obtained great 
relief from an injection of a proper antirheumatic com- 
pound into his knee joint, such as hydrocortisone or 
prednisolone, but he would not have had the general 
improvement that he had after treatment with the mix- 
ture of acetylsalicylic acid and prednisone, and he prob- 
ably would have had to return within a few weeks for 
another injection. Each of the 19 patients showed defi- 
nite, prompt, and continued clinical improvement after 
the administration of this mixture of acetylsalicylic acid 
and prednisone. The swelling of their joints decreased, 
as was shown by our x-rays, and the erythrocyte sedi- 
mentation rate decreased. The circulating eosinophils in 
the peripheral blood did not change regularly or sig- 
nificantly. We consider the response to this compound 
has answered our objectives mentioned previously. 

We were contemplating how to obtain a mixture of 
prednisolone and acetylsalicylic acid to make studies 
similar to the above when the Upjohn Company sent to 
us for evaluation a suitable formulation under the name 
of Cordex. Each tablet of this formulation contained: 
0.5 mg. delta-1-hydrocortisone and 300 mg. acetylsali- 
cylic acid. We then selected 15 patients similar to those 
described above and followed the same procedures with 
essentially the same results, thus establishing that this 
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compound also is a safe and effective therapeutic remedy. 
It is obvious that very severely affected patients will not 
obtain as much relief from any of these mixtures as might 
be desired, and they should be given large doses of 
corticotropin or the corticosteroids. The physician can 
decrease doses of corticotropin and corticosteroids often- 
times by administering a mixture of acetylsalicylic acid 
with either prednisone, prednisolone, hydrocortisone, or 
cortisone. The sooner he can make this change, the better 
the patient will be. None of these mixtures is recom- 
mended as the sole therapeutic agent of choice in per- 
sons with overwhelming rheumatic, arthritic, or collagen 
diseases. 
COMMENT 


Rheumatic diseases are by far the most common cause 
of chronic illness in our country. They kill relatively few 
of the millions they cripple. We have studied and are 
studying the effect of pituitary corticotropin, cortisone, 
hydrocortisone, prednisone, and prednisolone on the 


Fig. 10. Swelling of anterior aspect of knee of patient in case 3; A. at 
beginning of treatment and B, five days later. 


general clinical condition and the nutritional and meta- 
bolic processes of our patients. With the newer methods 
of treatment, the life of a patient with rheumatoid arthri- 
tis can take on an improved outlook. The treatment of 
such patients requires a knowledge of what is behind 
the physiological disturbance and judicious management 
of all pertinent factors. 

The physician is guided by clinical symptoms of weak- 
ness, pain, appearance of the joints, appetite, changes 
in body weight, temperature, pulse, and laboratory find- 
ings. It must be emphasized over and over again that, 
although we have effective therapeutic agents, they are 
not in themselves replacement therapy. Many patients 
may lead an almost normal existence if one explains to 
them how to avoid undue stresses, strains, and fatigue, 
how to take suitable exercises, and how to manage their 
diets properly. Some of these patients are in danger of 
crises, and, if the patient is sufficiently stoic, the physi- 
cian should warn him of impending dangers. He should 
make it clear to him that, although his illness is chronic, 
it may become seriously acute at any time. This can be 
explained to the patient in such a way that his heavy 
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burden is made more understandable to him and more 
bearable. Much must be presented to the patient con- 
cerning the management of his illness—how to avoid 
overexertion, infections, marked changes in temperature, 
injuries, and improper diet. Dietary management is very 
important. Patients with rheumatoid arthritis tend to 
have some degree of malnutrition, and this should be 
corrected. The diet should be what is proper to main- 
tain optimal weight; it should be high in protein, min- 
erals, and vitamins, and the caloric intake should be 
adjusted to suit the individual needs of the patient. The 
physician should guard against prolonged excessive ther- 
apy. If the patient has had an overdosage of hormones, 
he should be taught the danger of overdosage and how 
to obtain as good results as possible without overdosage. 
In case of overdosage, the size of the dose should be de- 
creased, of course, but it should not be done too 
abruptly. 

The proper care of the patient includes an under- 
standing of the altered physiological status of the patient 
and the use of a wide range of therapy. It must be 
highly individualized, but only at times of crises should 
the patient have constant therapy. During therapy the 
necessity of frequent observations cannot be over- 
stressed. Although these new agents have been studied 
for a relatively short period of time, we have found that 
they fill a need and are not merely a duplication of 
therapeutic agents. Patients with heart disease, those 
with hypertension, and those who for reasons yet un- 
known tend to retain sodium when given cortisone, hy- 
drocortisone, and pituitary corticotropin can be more 
easily and more fully treated with these new steroids. We 
believe that they have a special place in cases of rheu- 
matism that can be controlled with salicylates and a 
small amount of the steroid. Once again we should 
emphasize that the benefits are suppressive only and 
that the smallest possible dosage is always preferred. 
With this mixture the patient can be treated in a more 
leisurely manner and can be better controlled. They usu- 
ally feel better within 24 hours. Because of the smaller 
dose of steroid, they do not develop as much increased 
psychomotor activity, fat deposits, restlessness, and in- 
somnia. There is an absolute necessity for long-term 
studies of the therapeutic agents used in arthritis, 

The physician must relieve pain in his patients with 
arthritis, otherwise pain prevents adequate sleep and 
rest, adequate food intake, and sufficient exercise, all 
of which are important factors in recovery. Aspirin has 
had an uninterrupted popularity since it was first syn- 
thesized. It is commonly used at the rate of 15 tons a 
day in the United States. It is absorbed from the gastro- 
intestinal tract, distributed through the body, and ex- 
creted in the urine. A large part of the salicylates in the 
blood is bound to plasma proteins. The tissue proteins 
bind the steroids in such a way that they properly act 
as a protein-steroid mixture, and, if they are used along 
with aspirin, temperature is lowered and painful tissues 
are relieved. These materials can be used to the point 
of tolerance, and, if possible, to complete elimination of 
the symptoms. They are rapidly absorbed, and gastro- 
intestinal irritation is decreased and prevented if food 
is given with each dose of the material. Also, large 
amounts of fluid, at least 3,000 cc. a day, should be 
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given. Many patients can be helped by suitable mixtures 
of aspirin and steroids, and nowadays, when hospitals 
are overcrowded, such mixtures are especially valuable 
in the treatment of arthritis. 


SUMMARY AND CONCLUSIONS 


Prednisone and prednisolone are important new ther- 
apeutic agents. They have in general the same clinical 
indications as pituitary corticotropin, cortisone, and hy- 
drocortisone. They have the same contraindications, 
except that they do not tend to promote sodium and 
water retention. They are more active per unit of 
weight than the older corticosteroids, being four to five 
times as potent as orally given cortisone or hydrocorti- 
sone per unit of weight. We intensify all usual objective 
measures in care of patients and always use a minimal 
effective dose. The benefits to the patients are suppres- 
sive only, and the patients feel better in 24 hours. Ob- 
jective criteria appear in one to four days. Control of 
the very severe forms of diseases is not always possible. 

Throughout these studies we have tried to demon- 
strate by examples that the modern treatment of rheu- 
matic diseases, especially rheumatoid arthritis, is a 
comprehensive and highly individualized program and 
not merely the administration of one or two antirheu- 
matic agents. The many aspects of total, adequate care 
and medical management are far beyond the limits of 
this progress report. A completely specific antirheumatic 
agent has yet to be discovered. In all patients to whom 
we gave these two new corticosteroids, there was prompt 
and definite decrease of stiffness, pain, and tenderness, 
followed by a receding of swellings and effusions. The 
milder flexion deformities were corrected, and there was 
great increase in muscular coordination and range of 
motion of the affected joints. Likewise, the systemic 
symptoms and abnormal laboratory findings tended to 
return to normal. A proper mixture of salicylates and 
corticosteroids produces an effective antirheumatic agent 
in many patients, and the administration of such a mix- 
ture cuts down the danger of toxic reactions and restores 
the patients in many instances to employability. Of the 
three steroid-aspirin mixtures, only the Salcort contains 
ingredients designed to prevent or minimize the produc- 
tion of gastric acidity. These new corticosteroids should 
be used more widely so as to avoid the deformity, dis- 
ability, nutritive failure, and all other things that may go 
with the risks of leaving the patient untreated. 


Arthritis in the Elderly.—It is amazing how many elderly peo- 
ple will resign themselves to several years of hip, knee, or 
shoulder pain, believing that it is an inevitable accompaniment 
of ageing, rather than seek advice at an early stage when out- 
patient treatment is possible. Diagnosis is sometimes far from 
straightforward; beware the elderly patient who has signs and 
symptoms of osteoarthritis confined to one large joint, particu- 
larly the hip. Before we had a portable x-ray unit we treated 
these patients without x-ray examination but we never do so 
now. In 3 cases of unilateral arthritis, the cause was found to 
be an impacted fracture of the femoral neck which the patient 
could never recall sustaining; in 4 cases symptoms were due to 
secondary deposits in the upper femur or ilium; and in 3 cases 
we found Paget’s disease of which there was no clinical evidence 
elsewhere. The response to mixed endocrine therapy in Paget’s 
disease has been dramatic.—S. M. Vine, M.D., Clinical Pitfalls 
in the Elderly, Lancet, July 16, 1955. 
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RHEUMATIC FEVER—DIAGNOSIS, PROPHYLAXIS, AND THERAPY 


Milton S. Saslaw, M.D., Miami, Fla. 


Jones ' divided the symptoms and signs of rheumatic 
fever into major and minor manifestations. Aware that 
other disease states may produce similar symptom com- 
plexes, he cautioned that his criteria be used only as 
a guide and that each sign and symptom be correlated 
with consideration of the patient as a whole. This is so 
important that it bears further emphasis. According to 
the American Heart Association,” to make a reasonably 
presumptive diagnosis of rheumatic fever, at least two of 
the major manifestations, or one of the major and two 
of the minor manifestations, must be present. 

The major manifestations include arthritis, carditis, 
and chorea (table 1). Typically, arthritis begins in one 
joint and then travels to involve others; thus, the term 
migratory polyarthritis. The individual joint is red, hot, 
swollen, and painful. Fluid drawn from such a joint fails 
to yield any bacterial organisms. This symptom varies 
in severity and is uncommon in southern climates. 

The second major manifestation, carditis, is probably 
present universally in rheumatic fever, Its evaluation 
depends on combined findings on physical examination 
and roentgenographic, fluoroscopic, and electrocardio- 
graphic examination. The development of a new murmur 
that changes its character is significant. In the early 
stages of rheumatic fever, the commonest murmur ts 
a soft, apical systolic one. This, however, is difficult to 
interpret and often will defy final evaluation for many 
weeks or months. It should be remembered that such an 
abnormality may be an innocent murmur that was not 
previously recorded, or it may represent a temporary 
dilatation of the mitral valve ring, such as commonly 
occurs in any febrile illness. The observation of chang- 
ing heart size on fluoroscopy or roentgenographic ex- 
amination is, of course, indisputable evidence of cardiac 
involvement. 

Most physicians have come to rely on the electrocard:- 
ogram as one of the most important tools in the evalua- 
tion of heart involvement. It is true that the P-R and Q-Tc 
intervals are prolonged in rheumatic fever,’ but they are 
also lengthened by other toxic conditions. Moreover. a 
recent report by Engleman ‘ and co-workers would seem 
to indicate that electrocardiographic changes should be 
carefully weighed, especially if they are the only signs 
indicative of cardiac involvement. In a follow-up study 
of 135 soldiers, four to eight years after their initial 
attacks of rheumatic fever, Engleman and his associates 
found that, of 34 who had had murmurs, with or without 
electrocardiographic changes during their Army illnesses, 
30 had evidence of rheumatic heart disease at the end of 
the study. On the other hand, of 35 who had had elec- 
trocardiographic disturbances as the sole evidence of 
rheumatic infection, only one was found to have heart 
disease on follow-up. 

The third manifestation of rheumatic fever is ordinary 
chorea. This has been linked to rheumatic fever because 
of its frequent coexistence with other symptoms of the 
disease and because rheumatic heart disease follows 


more cases of chorea than might be anticipated. Today, 
the relationship of chorea to rheumatic fever is open to 
question for a number of reasons. Although approxi- 
mately 75 of those with rheumatic fever develop heart 
lesions in the course of 10 years, only 5% of those with 
“pure” chorea, that, is chorea as the only symptom of 
rheumatic fever, ultimately develop heart disease. In 
“pure” chorea, females vastly predominate,” but this is 
not so in rhematic fever as a whole. Furthermore, cer- 
tain laboratory data are different in “pure” chorea. 
Unlike the situation in other forms of rheumatic fever, 
in “pure” chorea there is no increase in hexosamine,’ 
serum levels of nonspecific hyaluronidase inhibitor,* 
and serum mucoproteins ’; there is no bone marrow 
plasmacytosis and C-reactive protein is absent." 
Rheumatic fever does not follow chorea unless there 
is an increase in the erythrocyte sedimentation rate, 
but elevations in the erythrocyte sedimentation rate in 
“pure” chorea may well be due to other hidden areas 
of involvement, notably unrecognized carditis. There is 
another indication that “pure” chorea may be a different 
entity from rheumatic fever. Streitfeld and I '* have 
observed that patients with “pure” chorea give different 
responses from patients with active rheumatic fever to 
a skin test that we are developing for the determination 
ot rheumatic activity. This test will be discussed in 
greater detail. : 

The minor manifestations of rheumatic disease (table 
1) include fever, failure to gain weight, epistaxis, vari- 
ous skin lesions (erythema nodosum, erythema multi- 
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forme, and subcutaneous nodules) and lassitude, as well 
as a number of changes in the blood and serum, such as 
elevated sedimentation rate, leukocytosis, anemia, and 
alterations in certain antibody responses. Electrocardio- 
graphic changes have already been discussed. 

The serologic changes in rheumatic fever are valuable 
diagnostic aids. Two of the most frequently used tests 
are antistreptolysin-O and C-reactive protein determina- 
tions. The former specifically measures the antibody re- 
sponse to oxygen-labile streptocolysin, one of the extra- 
cellular antigens produced by group A beta hemolytic 
streptococci. It is therefore an index to infections with 
this group of organisms that are believed to be etiologi- 
cally related to rheumatic fever. This disease has been 
reported '’ to follow approximately 3% of all group A 
beta hemolytic streptococcic infections, The C-reactive 
protein test, on the other hand, is nonspecific, being 
positive in many disease conditions. It therefore can be 
used only as a guide in following activity in rheumatic 
disease after the diagnosis is already established, in the 
same way as the sedimentation rate is used. 


TaBLeE |.—Manifestations of Rheumatic Fever 


Major 
Migrating polyarthritis 
Ordinary chorea 
Carditis 
Clinical Laborutory 
Fevet Electrocardiographic changes 
Abdominal pain P-R prolongation 
Erythema marginatum o1 prolongation 
multiforme Sinus tachyeardia 
Precordial pain Other rhythm changes 
Microeytie anemia 
Leukoeytosis 


Subcutaneous nodules 
Purpura 
Epistaxis Increased sedimentation rate 
Pulmonary involvement Serologic abnormalities 
Elevated antistreptolysin-O titer 
Elevated antihyaluronidase titer 
Increased antistreptokinase 
Presence ot C-reactive protein 


Muscle or joint pains 
Anorexia 

Easy tatigability 
Retardation of growth 


Antistreptolysin-O titers vary markedly according to 
the age and geographic origin of the individual. Rantz '* 
noted a mean titer of 1:238 in children 5 to 12 years of 
age in the San Francisco area. This is in contrast to a 
mean titer of only 1: 100, which Streitfeld and I found 
in a study of 996 serums taken from Miami school 
children 6 to 8 years old. In general, it has been stated 
that rheumatic fever is attended by a higher, more per- 
sistent elevation in antistreptolysin-O titer averages than 
uncomplicated streptococcic disease. The wide variations 
observed in antistreptolysin-O titers within any single 
population make the interpretation of a single sample 
from any one individual at any one time difficult and of 
dubious value. Only serial studies, taken at three to 
four-week intervals, will permit adequate evaluation, 
Furthermore, in our own titration studies in Miami we 
have observed rises in antistreptolysin-O titer in children 
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harboring group C and group G organisms in their 
throats similar to those in children from whose throats 
group A beta hemolytic streptococci were recovered. 
Group C and group G beta hemolytic streptococci, 
according to our present concepts, are not related to 
rheumatic fever. 

Although Jones’ criteria, together with laboratory tests 
and serologic studies, enable us to diagnose rheumatic 
fever with reasonable accuracy, I am sure that many 
physicians have at some time hoped for a single specific 
test, especially in atypical cases, where the evaluation 
of rheumatic activity is difficult. 


~—COO—CH2—CH 
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Structural formula of Trafuril. 


For the past year and a half at the National Children’s 
Cardiac Hospital, Streitfeld and I have been working on 
a test for rheumatic activity, which I mentioned earlier. 
We have found '” that when a 5% ointment of Trafuril 
(the tetrahydrofurfuryl ester of nicotinic acid) is applied 
to the skin, normal subjects and patients with inactive 
rheumatic disease and congenital heart disease develop 
hyperemia, with or without edema, at the site of applica- 
tion. This has been termed a typical (normal) reaction. 
In contrast, patients with rheumatic activity give a non- 
typical response characterized by failure of the skin to 
redden or by blanching. Thus far, about 1,200 tests have 
been perfermed by 37 investigators working independ- 
ently throughout the country. Preliminary results seem 
to indicate that skin testing with Trafuril may be of 
value in distinguishing active from inactive cases of rheu- 
matic fever. A typical hyperemic reaction was observed 
in 95% of our normal subjects and in 97% of the 
patients without active rheumatic disease, as against a 
nontypical response in 86% of the active cases (table 2). 


TABLE 2.—Responses to Trafuril 


Typieal Atypical Doubttul 
Group, by Diagnosis Cuses No. % No. & No. % 
1. Controls (healthy normal 
271 258 95.2 3.3 4 15 
2». Convenita) heart disease... 57 52 91.2 8.8 
3. Rheumatic fever, active.... 114 15 13.2 98 0.8 
1. Rheumati¢e fever, inactive.. 356 346 97.2 6 1.7 
+. Rheumatic activity, sup- 
6. Questionable rheumatic 
30 93 12 4 


Studies are in progress to determine the specificity of 
this test. There is some indication at the present time 
that the nontypical response noted in patients with active 
rheumatic fever may be due to streptococcic infection 
rather than to rheumatic fever per se. The underlying 
mechanism of the test also is under investigation. 
PROPHYLAXIS 

What can be done at the present time to prevent 

rheumatic fever? There is no known direct preventive 


measure. Prophylaxis of the disease is aimed at prevent- 
ing infections with group A beta hemolytic streptococci, 


Vil 
195 


159 
55 


Vol. 159, No. 7 


which precede initial or recurrent attacks of rheumatic 
fever. The recommendations of the American Heart As- 
sociation are familiar: that sulfonamides or penicillin be 
administered daily for at least five years or until the 
age of 18 (whichever is later) to all persons who have 
had one or more attacks of rheumatic fever. It is believed 
that in this way streptococcic infections will be prevented, 
and thus also rheumatic attacks. In our era of rapid 
development of countless new drugs, many of which have 
apparent bacteriostatic or bactericidal effects on the beta 
hemolytic streptococci, it is difficult to decide which 
agent is most effective in eradicating streptococci from 
the throats of potential victims of rheumatic fever. For 
this reason, present policies, as advocated by the Amer- 
ican Heart Association, may be regarded as interim 
policies and undoubtedly will be modified from time to 
time. 

In the light of our present knowledge, let us consider 
who should receive prophylaxis. Ideally, everyone who 
is susceptible to rheumatic fever should be protected. 
However, rheumatic fever may attack anyone at any 
age. Furthermore, group A beta hemolytic streptococci, 
the sine qua non of rheumatic disease, is not at all a 
rare Organism. In a survey that Streitfeld and I have 
been conducting in healthy first and second grade school 
children in Miami, we found’® that, of 351 whose 
throats were swabbed at monthly intervals from October, 
1953, through May, 1954, 37.9% had group A beta 
hemolytic streptococci recovered from their throats at 
least once. When corrections are made for absentees, 
for the four-month school vacation period not included 
in the study, and for the technical possibility of failure 
to recover streptococci, it is reasonable to assume that 
about half of the children 6 to 8 years old in Miami, Fla., 
harbor these organisms in their throats at least once a 
year. Furthermore, as indicated previously, those chil- 
dren from whose throats the organisms were recovered 
had significantly higher antistreptolysin-O titers than 
those from whom no such organisms were cultured. This 
indicates that the streptococci recovered evoked a sys- 
temic reaction and thus definitely exerted an effect on 
these subjects. 

Therefore, it is obvious that for a program of pro- 
phylaxis to be maximally effective, all children, at least, 
should receive preventive medication. As children con- 
stitute about 15% of the total population, this would 
mean that over 10 million children in the United States 
would have to receive antibiotics. Furthermore, as the 
protective action of antibiotics against streptococcic in- 
fection is not effective after medication has been stopped 
for a two-week period, prophylaxis would have to be 
administered on a relatively permanent basis. Obviously, 
such widespread prolonged administration of drugs is 
not feasible. 

A more reasonable approach therefore has been to 
give medication to children who have already demon- 
strated a susceptibility to rheumatic disease by having 
had an episode of this illness. This explains why, at the 
present time, the American Heart Association recom- 
mends that every child who has had one or more attacks 
of rheumatic fever, with or without heart disease, should 
be placed on a program of continuous protection. 
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How long should preventive measures be used? As the 
number of initial and recurrent attacks of rheumatic 
fever falls sharply at adolescence, and as over 90% of re- 
currences occur within a five-year period following the 
last previous episode of the disease, the American Heart 
Association states that all children with a history of 
rheumatic fever should be constantly maintained with 
medication until the age of 18 years. In those individuals 
who suffer an attack of the disease after the age of 13 
years, therapy with such drugs should be continued for 
a minimum period of five years. Some workers even ex- 
tend their recommendations for prophylaxis in rheumatic 
subjects to lifetime use of appropriate medication. Ther- 
apy should be started two weeks after a streptococcic 
infection, or when a rheumatic patient is first seen. 

What drugs and what doses are to be used? The 
sulfonamides and penicillin provide the most effective 
agents at this time. The sulfonamide of choice is sulfa- 
diazine, which has as its chief advantage over penicillin 
its lower cost and the fact that it can be used in those 
patients who have developed sensitivity to the antibiotic. 
Sulfadiazine is given in 0.5 to 1.0 gm. doses, depending 
on the weight of the patient. In administering sulfadia- 
zine, it should be remembered that since this drug is 
bacteriostatic and not bactericidal in its action, it has 
no effect in eradicating an acute streptococcic infection 
once it has been established, but it can be used very 
effectively to prevent reinfection. Also, it should be 
borne in mind that resistant strains of group A beta 
hemolytic streptococci have been known to develop with 
the prolonged use of sulfadiazine, and some children are 
sensitive to this agent. 

Penicillin is far more costly than sulfadiazine. Sensi- 
tivity reactions to penicillin have been reported in from 
3 to 15% of those to whom it has been administered. 
On the other hand, no resistant strains of group A beta 
hemolytic streptococci have been reported when peni- 
cillin is given. Furthermore, penicillin is bactericidal and 
will eliminate whatever infection exists, as well as pre- 
vent new organisms from causing disease. The anti- 
biotic can be given by mouth in 300,000 unit tablets 
twice a day, a half to one hour before meals or at bed- 
time. In many states, penicillin tablets are provided by 
the state health agencies, thus making it possible for 
indigent children to obtain suitable medication that they 
could not otherwise afford. 

A new form of penicillin has recently been studied by 
Stollerman and Rusoff.'® It is long-acting benzathine 
penicillin G, the administration of which is by in- 
tramuscular injection. The penicillin blood level main- 
tained by this form of the antibiotic is high enough to 
prevent streptococcic infection for a period of one month. 
Thus, a single injection of 1,200,000 units in 2 cc. of 
vehicle may be given every 28 days for protection. This 
method of prophylaxis has some very real advantages. 
In the first place, the physician knows that his patient 
is taking his medication properly. In no form of oral 
medication can the doctor be certain that the patient 
is taking a drug regularly. Prophylaxis with benzathine 
penicillin removes the necessity for daily medication. 


16. Stollerman, G. H., and Rusoff, J. H.: Prophylaxis Against Group A 
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The total cost is about $30 per year per patient, a small 
fraction of the cost of daily medication. Finally, com- 
paratively few penicillin reactions have been observed 
with benzathine penicillin. On the other hand, one deter- 
rent to its use is the severe pain produced at the site 
of injection for a day or two thereafter. Until they are 
replaced by more effective drugs, sulfadiazine and peni- 
cillin are today the most effective prophylactics against 
rheumatic fever. 
THERAPY 

The treatment of rheumatic fever may be broken down 
into four stages: first, treatment of acute streptococcic 
infections; second, treatment of the active phase of the 
disease; third, treatment of the patient during convales- 
cence; and fourth, treatment of the patient in the late 
stages of the disease when cardiac involvement occurs. 

Active streptococcic infection should be diagnosed as 
soon as possible and eradicated in every patient at once. 
As sulfonamides are bacteriostatic and not bactericidal, 
they should not be used therapeutically. On the other 
hand, penicillin is most effective and should be given 
early and in therapeutic doses orally or by injection. The 
oral dosage is 200,000 units four times daily for chil- 
dren, or 300,000 units four times daily for adults, for 
five days, followed by three doses daily for an additional 
five days. The dosage by injection is 300,000 units of 
procaine penicillin with aluminum monostearate in oil 
intramuscularly every three days for three doses for 
children and 600,000 units for each of three injections 
for adults. 

Broad-spectrum antibiotics, such as oxytetracycline 
(Terramycin), chlortetracycline (Aureomycin) and 
tetracycline may prove equally effective in eradicating 
streptococcic infections in rheumatic patients. Prelimi- 
nary studies in our laboratory indicate that oxytetra- 
cycline, tetracycline, erythromycin, and chlortetracycline 
exert the greatest effect on beta hemolytic streptococci in 
vitro. The active phase of rheumatic fever requires bed 
rest, a highly nutritious diet, and other supportive agents 
generally in use in infectious diseases. There is no thera- 
peutic measure that can be considered curative. The 
time-honored salicylates are still the drugs of choice, 
and the two easiest forms to administer are aspirin and 
sodium salicylate. These drugs can be given in large 
doses as tolerated—up to 8 gm. per day for a 12-year-old 
child of average weight. It may be necessary to add 
sodium bicarbonate to lessen gastric disturbances. As 
p-aminobenzoic acid tends to increase the salicylate con- 
centration in the blood when the two drugs are given 
together, the use of such a combined drug may result in 
greater efficacy than when the salicylates are used alone. 

The use of cortisone and corticotropin (ACTH) must 
be discussed. The best recent report on this subject is 
that of Massell.'* It would appear that the final evalua- 
tion of these medicaments in rheumatic fever is yet to 
be made. There are those who believe that the druys 
shorten the period of acute illness, lessen its severity, and 
decrease the likelihood of cardiac complications. There 
is little doubt that the symptoms of the acute process are 
suppressed. It is still too soon to evaluate the effect of 
these drugs on cardiac involvement. If cortisone and 
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corticotropin were completely innocuous, there would 
be little reason for withholding them, but they are capa- 
ble of producing severe reactions in the dosages neces- 
sary to achieve desired therapeutic effects. Hence the 
utmost caution should be exercised in their administra- 
tion. 

The management of congestive heart failure during 
the acute phase of rheumatic fever poses a serious prob- 
lem. Should digitalis be given? Yes, and in adequate 
dosage, for it has recently been shown that many failures 
of digitalis therapy in children were due to the fact that 
children require a larger proportionate dosage than 
adults. The management of the convalescent stage of 
rheumatic fever is characterized by watchful waiting. 
The physician must be sure that there is no longer any 
evidence of activity. There must be no fever, no joint 
symptoms, no chorea, and no skin lesions; the pulse 
must be normal; and the various laboratory findings 
should return to normal values. Ambulation is begun 
as therapy is withdrawn. Some men recommend the 
continuation of salicylates for a minimum of six months, 
even after ambulation has been achieved. Getting the 
patient up and around must be a slow, gradual, and 
careful procedure. At this time, perhaps more than any 
other, it is essential to keep a close vigil in search for 
the minor changes that may indicate recrudescence of 
the disease. 

It is my belief that institutional care, particularly in 
Miami, Fla., is extremely beneficial. There are fewer 
recurrences and less severe complications. Usually the 
period spent in bed is markedly less than that which 
might be expected in temperate areas; instead of months, 
it is usually measured in weeks. Instead of large doses 
of aspirin, we have used only moderate doses (usually 
not over 60 grains [2 gm.] daily). 

Institutional care has the advantage that the children 
can be watched carefully over a long period of time and 
be provided with the necessary medical, nursing, educa- 
tional, and psychological services especially geared to 
their individual condition and emotional make-up, so 
that they can return to their homes and become useful, 
contributing members of society. 


Therapy in the late stages of rheumatic fever concerns 
itself with management of the cardiac and other compli- 
cations of the disease. Congestive heart failure and sub- 
acute bacterial endocarditis occur frequently and are 
treated in the same way as when they occur in other 
forms of heart disease. The various forms of valvular 
involvement do not require active therapy until symp- 
toms and signs appear. Here, the recognition of mitral 
stenosis, pure and uncomplicated, is of utmost impor- 
tance, for this lesion best responds to surgical interven- 
tion. Cardiac catheterization can be most helpful in 
identifying those patients with rheumatic heart disease 
that can be benefited by surgery. Attempts also have 
been made to repair other valvular lesions. Undoubtedly, 
as new techniques are developed there will be a brighter 
future for many more rheumatic heart disease victims. 
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CONGENITAL RENAL POLYCYSTIC DISEASE 


A CLINICAL AND THERAPEUTIC STUDY OF THREE HUNDRED SIXTY-SIX CASES 


Howard B. Simon, M.D. 


and 


Gershom J. Thompson, M.D., Rochester, Minn. 


Much prognostic pessimism has been associated with 
polycystic disease of the kidney. When the variability of 
the clinical manifestations and course of this not uncom- 
mon clinical entity is considered, the pessimistic prog- 
nosis is oftentimes unwarranted and unjust to the patient. 
The present study was undertaken to elaborate further 
on the various aspects and manifestations of the disease 
that, when properly evaluated, permit the physician to 
outline treatment more accurately and prognosticate in 
a given case. 

PATHOGENESIS 

The pathogenesis of polycystic disease is not com- 
pletely understood. The various theories of etiology that 
have been proposed were summarized by Rall and Odel ' 
under the categories of metabolic, inflammatory, neo- 
plastic, and developmental defects. Since Rall and Odel 
covered this aspect of the condition, we will mention 
only two recent contributions. Experimentally, Bagg ~ 
has been the only one successful in producing a true poly- 
cystic kidney. He treated the abdomens of mice with un- 
filtered roentgen rays. He concluded that the tendency 
to congenital renal anomalies is inherited as a Mendelian 
recessive trait. Of interest in this regard is the fact that 
in two of our cases polycystic changes were demonstrable 
in horseshoe kidneys, an association previously reported 
by Botez.* 

Several authors have expressed the belief that poly- 
cystic disease in the infant is distinct from the adult dis- 
ease, differing pathogenetically as well as clinically. Lam- 
bert * reconstructed two infant and five adult polycystic 
kidneys and found that in the infant the majority of cysts 
were distended nephrons or enlarged portions of neph- 
rons that were separated from their excretory tubules, 
thus forming a closed system not communicating with the 
pelvis. In the adult, on the other hand, some of the cysts 
were similar to the infant type, but many, tubular in ori- 
gin, were connected to excretory tubules and the renal 
pelvis and still retained some functional ability. For this 
reason he expressed the opinion that patients with the 
adult type were able to live beyond infancy. 


PRESENT SERIES 

Our study consisted of 366 cases of polycystic dis- 
ease of the kidneys seen during the years 1925 to 1944 
inclusive, at the Mayo Clinic, with autopsy in 35 cases. 
These represent a clinical incidence of 1:2,438, and an 
autopsy incidence of 1:323 for the years under consider- 
ation. Cases in which the diagnosis seemed equivocal 
were excluded from our series. Clinical records includ- 
ing data obtained at the time of later visits were ex- 
amined in all cases, and follow-up questionnaires were 
sent to all patients pertaining to the data with which 
this report concerns itself. We were thus able to secure 


reasonably complete information in the majority of 
cases despite the time interval since many of the patients 
were last seen or heard from. 


AGE AND SEX 

The age at time of the first examination at the 
clinic and sex distribution are outlined in table 1. Of the 
nine patients on whom the diagnosis was made during 
the first decade of life, six were less than 3 months old 
and the others were aged 1, 3, and 4 years respectively. 
The diagnosis was confirmed by autopsy or at surgical 
exploration in all but one of these cases, and in that 
case the diagnosis seemed certain on the basis of clinical 
and pyelographic evidence. As pointed out by Camp- 
bell,” the prognosis when the condition is diagnosed in 
infancy is poor; the majority of such patients die within 
three months after the onset of symptoms. This was true 
in all but one case in our series. Of the 13 patients whose 
condition was initially diagnosed between the ages of 
66 and 74 years, 9 were then asymptomatic. The diag- 
nosis was confirmed at autopsy or operation in eight 
of these patients, the remainder being verified on the 
basis of urographic and clinical data (fig. 1). 

Bell,” in his review of autopsy series reported in the 
literature, found 59 patients less than 20 years of age, 
plus 28 stillborn infants, and 6 patients more than 70 
years of age, to which he added autopsies on 22 persons 
less than 1 year of age, 14 stillborn infants, and 17 
persons more than 70 years of age, 3 of whom were in 
their 10th decade. In our series 80% of the patients 
were in the fourth to sixth decades of life at the time 
of diagnosis, with the largest number appearing during 
the fifth decade. The average age was 44 years. The 
slight preponderance of males (55.5%) in our series 
is probably insignificant, as most writers agree that no 
sex predilection exists. 

FAMILY HISTORY 

A definite family history of polycystic disease was 
obtained in 66 cases, with a probably positive family 
history in 85 additional cases. For example, the father 
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and brother of one patient died of “kidney trouble” 
during the sixth decade of life, and seven siblings and 
five members of the mother’s family of another patient 
had “kidney trouble” and high blood pressure. In 55 
cases there was no family history of renal disease. In 
the remaining 160 cases a familial history of renal dis- 
ease was not mentioned in the clinical history. It is as- 
sumed that the family history was probably negative in 
this respect in these cases. 

As previously mentioned, Bagg * stated that congenital 
renal anomalies were inherited as a Mendelian recessive 
trait, and the literature contains numerous accounts of 
the familial tendency in polycystic disease. Crawford ‘ 
cited one family in which the disease was traced through 
five generations with 17 of 40 members so afflicted, 7 
of 9 siblings in the fifth generation having polycystic 
disease. In other series, 9 of 27 members in four genera- 
tions * and 12 of 24 members of two generations in a 
family in which the disease could be traced back four 
generations ° were reported. In one of our cases, the 
disease had manifested itself in three generations. The 


TABLE 1.—Age and Sex Distribution of Patients with 
Polycystic Renal Disease 


Age, Yr. Patients % 
a 9 2.5 
10-19 4 1.1 
20-29 32 8.7 
30-29 82 22.4 
40-49, 125 34.2 
50-59 22.4 
60-4 43) 6.8 
70-79, 7 1.9 
Total, 306 100.0 
Mean... 44.0 yr. 
Male...... 208 55.5 


patient’s sister had polycystic disease, her mother and 
four of her mother’s five siblings had all died in their 
fifth decade of life of kidney trouble, and her 21-year-old 
son also had polycystic disease. She was unable to pro- 
vide information concerning her maternal grandparents. 

One patient, not included in the present series because 
he was seen initially in 1949, nevertheless warrants 
description because his identical twin brother had suc- 
cumbed to polycystic disease within two years of the 
similar death of our patient. The parallelism in their 
clinical courses was remarkable. 


REPORT OF A CASE 

A 36-year-old white man was seen at the Mayo Clinic 
in July, 1949, because of loss of weight, occasional nausea, 
and anorexia. Five years previously he had had one episode of 
colic in the left flank and gross hematuria, lasting two to three 
hours. His twin brother had several similar episodes of hema- 
turia in 1942 and 1943, at which time the diagnosis of polycystic 
disease had been made elsewhere. He had high blood pressure, 
and finally, in 1948, at the age of 35 years, had succumbed after 
a “stroke.” After the diagnosis of polycystic disease in his 
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brother’s case, urographic studies done elsewhere on our patient 
had disclosed similar polycystic changes. Since then, hyper- 
tension had increased in severity. 

On admission blood pressure was 164 mm. Hg systolic and 
120 mm. diastolic. Kidneys were enlarged bilaterally to the size 
of a grapefruit. Funduscopy revealed marked narrowing of his 
retinal arterioles with focal constrictions and slight hypertensive 
sclerosis. The value for blood urea was 72 mg. per 100 cc. and 
for hemoglobin 11.2 gm. per 100 cc., with an erythrocyte count 
of 3,300,000 cells per cubic centimeter. Urinalysis revealed 
albuminuria, erythrocyturia, and pyuria of grade 1 based on a 
grading of | to 4. The specific gravity of urine was 1.007. Ex- 
cretory urography demonstrated bilateral delay and decreased 
function with diagnostic changes of polycystic disease. The pa- 
tient was treated with transfusion and a high intake of fluid and 
discharged to go home. In November, 1950, he suddenly suf- 
fered from a vise-like substernal pain and was admitted to his 
local hospital in shock with a diagnosis of acute myocardial in- 
farction. He recovered somewhat, but seven days later sud- 
denly died. 

At autopsy a dissecting aneurysm of the ascending thoracic 
and abdominal aorta with intimal tear at the root of the aorta 
and rupture into the pericardial sac with hemopericardium were 
found. The right polycystic kidney weighed 1,575 gm. and the 
left 1,275 gm.; almost all of the renal parenchyma had been de- 
stroyed. Myocardial hypertrophy and renal and cerebral arterio- 
sclerotic changes, grade 2, were also noted. 


Reason,’ in 1933, reported the cases of identical twin 
sisters who had died at ages 43 and 51 years of poly- 


cystic disease. He also cited several other reports of 
polycystic disease occurring in twins, 


CLINICAL DATA 

Symptoms.—The clinical picture of polycystic renal 
disease is variable and depends on the stage when the 
patient presents himself for examination. The onset may 
be insidious, and the patient may be totally unaware 
of his affliction until a physician, during a routine check- 
up, discovers a renal tumor, hypertension, pyuria, or 
microhematuria and establishes the diagnosis. In some 
cases the kidneys are almost completely destroyed before 
symptoms are noted. In our series 133 patients had no 
symptoms referable to the polycystic disease at the time 
of initial diagnosis. In other patients symptoms either 
developed slowly or appeared suddenly and were severe 
with progressive renal failure and a rapid downhill 
course. The more commonly noted symptoms will be 
considered. 

Pain was described as a dull or nagging ache by 130 
patients. It usually was unilateral and probably due to 
the excessive weight of the kidney producing tension on 
the renal pedicle, increased intracystic pressure, intra- 
cystic hemorrhage, or mechanical pressure of the cysts 
on adjacent organs. Occasionally, pain was noted only 
during episodes of pyelonephritis. In 33 patients the pain 
was colicky in type, unilateral, and almost always asso- 
ciated with either gross hematuria and the passage of 
clots or with concomitant renal calculi. Thus, 163 
(44.5% ) of our patients complained of pain when 
initially examined. Of 75 patients in whom pain was not 
an initial complaint and in whom follow-up information 
concerning its presence or absence was available, 21 
later had typical pain. Pain, then, usually occurs at some 
time in the majority of cases of polycystic disease, and 
it is by far the commonest associated symptom. 

Gross hematuria, noted in 115 of our patients, was 
usually episodic, of brief duration, and precipitated in 
most instances by trauma or excessive physical exertion. 
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Associated renal colic, due to the passage of clots as 
previously mentioned, is often mistakenly diagnosed as 
nephrolithiasis until further investigation reveals the cor- 
rect diagnosis. Of 94 patients questioned concerning the 
eventual appearance of gross hematuria, 23 (24.4% ) 
reported affirmatively. Thus, it can be assumed that 
about one-half of the patients will have gross hematuria 
at some time during the course of their illness. 
Seventy-seven patients (21.0%) gave a history of 
symptoms of urinary infection, such as frequency, dys- 
uria, burning, chills, and fever; the diagnosis was con- 
firmed either elsewhere previously or at the time of 
admission. Follow-up of symptoms in 77 patients showed 
that 13 later had symptoms of urinary infection, so that 
approximately a third of patients at some time suffered 
from urinary infection. With present-day chemothera- 


TABLE 2.—Clinical Aspects in Relation to Prognosis in 
Polycystic Renal Disease 


Lived 5 or 
More Yr. 
Patients 
Survival 
Total Traced No. Rate, % * 
Symptoms 
Asymptomatic ¢ best) 72 43 59.7 
170 130 69 53.1 
Blood Pressure 
152 129 68.2 
Moderately elevated ......... .... 118 SS 46 52.3 
Laboratory 
Renal function 
en’ 187 156 133 85.3 
Impaired ....... 16-4 118 25 21.2 
15 
Hemoglobin 
196 136 69.4 
Moderately decreased ........... 73 7 19 33.3 
Severely decreased ............ , 29 27 4 {4.8 
366 288 160 55.6 


* Based on traced patients. Inquiry as of Jan. 1, 1954. 
+ Patients with microhematuria and pyuria are exeluded. 
} 39 patients with microhbematuria only and 115 with gross hematuria 
are included. 

$93 patients with asymptomatic pyuria and 77 with symptoms of 
urinary infection are included, 


peutic and antibiotic agents this incidence will un- 
doubtedly be lessened. 

The cases in which neither gross hematuria nor symp- 
toms of urinary infection were evident, but in which 
examination of the urine revealed the presence of micro- 
hematuria or of pyuria with urinary infection, have not 
been included here. These cases will be considered later. 

Gastrointestinal symptoms, such as nausea, vomiting, 
and anorexia, were reported by 28 patients (7.7% ). 
Renal insufficiency and uremia, with loss of weight, 
weakness, easy fatigability, edema, and other signs of 
renal failure were invariably associated. These symptoms 
were relatively terminal in the disease, and their rarity 
in our series was primarily the result of diagnosis before 
their occurrence. Follow-up data were inadequate con- 
cerning the occurrence of these symptoms since they 
closely preceded the death of the patient and later cor- 
respondence usually revealed only the date of death 
without reference to the terminal clinical course. 
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Signs.—The frequent association of hypertension with 
polycystic disease was first pointed out by Braasch '* in 
1916. For the present discussion we arbitrarily classified 
the blood pressure of those patients whose systolic pres- 
sure exceeded 160 mm. Hg or the diastolic exceeded 
90 mm. as moderately elevated, and that of patients 
whose blood pressure exceeded 200 mm. systolic and 
110 mm. diastolic as severely elevated. The distribution 
of our patients accordingly is shown in table 2. 

Fifty-five per cent of patients were found to be hyper- 
tensive, and 35 patients (50% ) initially normotensive 
had elevated blood pressure at the time of reexamina- 
tions. It would appear, therefore, as if at least four-fifths 
of patients become hypertensive during the course of 
the disease. Palpable enlargement of the kidneys was 
demonstrated bilaterally in 187 patients (51.1% ) and 
unilaterally in 98 patients (26.8% ). Three of these had 
only a solitary kidney, the other having been surgically 
removed previously. Of the 81 patients in whom no en- 


Fig. 1.—Polycystic kidneys from a 71-year-old man who died in renal 
insufficiency with uremia. 


largement was palpable initially, 24 later returned for 
examination, at which time 12 (50%) had palpable 
enlargement, either unilaterally or bilaterally. Thus, the 
vast majority of patients had palpable enlargement of 
at least one, and usually of both kidneys. 

Laboratory Studies.—A\buminuria was found in the 
majority of patients and a specific gravity of urine of 
less than 1.010 was frequently noted. Microhematuria 
was found in 109 patients, of whom 39 had never 
experienced gross hematuria (table 3). Definite pyuria 
(10 cells or more per high-power field) was noted in 
158 patients (43.2%), 93 of whom had never had 
symptoms of urinary infection. When the 77 cases of 
infection previously mentioned are included, it becomes 
apparent that at the time of their initial examination 
nearly half of our patients had previously had or then 
had evidence of infection. 

Renal function was impaired in 164 (47.0% ) of 351 
patients whose renal function was evaluated. Tests em- 


11. Braasch, W. F.: Clinical Data of Polycystic Kidney, Surg., Gynec. 
& Obst. 23: 697-702 (Dec.) 1916. 
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ployed were determination of blood urea in 302 cases, 
the phenolsulfonphthalein excretion in 12 cases, or con- 
centration of dye at the time of the excretory urogram 
in 37 cases. Follow-up determinations of blood urea 
were made on 63 of the patients who had normal values 
initially; 34 (54% ) then had elevated values. Renal 
insufficiency thus may be considered a common occur- 
rence as the disease progresses. No patient with renal 
impairment had normal values for blood urea later, 
although mild insufficiency persisted for many years in 
a few cases before progressing to renal failure and death. 

Moderate or severe anemia was noted in 102 cases 
(28.7% ) of 355 cases in which determinations of hemo- 
globin were carried out. Follow-up examinations on 66 
patients who originally had normal values for hemoglobin 
revealed anemia in 25 (37.9% ). In almost all patients 
anemia was associated with renal insufficiency and the 
increasing incidence of anemia with progression of the 
disease parallels closely the similar increase of renal 
insufficiency, as noted previously. 


Fig. 2.—Unilateral polycystic disease in a 47-year-old man. 


The characteristic urographic picture of polycystic 
renal disease, as described by Braasch and Emmett,"* 
consists of extensive elongation and irregular enlarge- 
ment of the calices, occasionally so extensive as to give 
a fantastic appearance to the pelvis. Unlike the picture 
seen with neoplasm or large simple cysts the pelvic out- 
line itself is seldom greatly altered. The changes are 
usually bilateral, and this factor permits ready differen- 
tiation from large or multiple cysts or from neoplasm. 
Also, multiple calices are usually involved, often with 
a crescentic deformity of the caliceal tip due to the pres- 
sure of an adjacent cyst. Retrograde pyelography, by 
virtue of clearer visualization and more complete filling, 
will frequently permit a correct diagnosis when the 
excretory urogram is equivocal. When the urographic 
changes are largely unilateral, confusion with multiple 
simple cysts or renal neoplasm is possible. A unilateral 
occurrence has been established in approximately 8% of 
cases of polycystic renal disease by Bell,” in whose series 
8 of 14 such cases occurred in adults. Polycystic changes 


12. Braasch, W. F., and Emmett, J. L.: Clinical Urography: An Atlas 
and Textbook of Roentgenologic Diagnosis, Philadelphia, W. B. Saunders 
Company, 1951, p. 414. 
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may develop in time in the other kidney in many cases 
in which clinical evidence indicates unilateral involve- 
ment. This is particularly likely to occur after nephrec- 
tomy. At autopsy in 3 of our 35 cases the disease was 
unilateral; 2 of the patients were adults (fig. 2). 

Urographic studies, either excretory urography or 
retrograde pyelography, were employed in 240 cases and 
were diagnostic in 189 of these cases (78.8% ). Ten of 
the 51 patients whose condition was urographically in- 
determinate at first later had urographic studies at which 
a diagnosis of polycystic disease was made. The 126 
patients on whom urographic studies were not performed 
were almost without exception patients with elevated 
values for blood urea that precluded excretory urog- 
raphy, and the clinical diagnosis was sufficiently evident 
so that urographic studies were unwarranted. 


Taste 3.—Laboratory Data in Three Hundred Sixty-Six 
Cases of Polycystic Renal Disease 


Test and Finding No. of Cases 


Urinalysis 


Renal function 
Hemoglobin 
Normal (11 or more per 100 253 
Moderately decreased (8-11 gm per 100 ¢¢@.)........... 73 
Severely decreased (less than & em. per 100 c@.)....... 29 
Urography 
Diagnosis confirmed by excretory urogram........... 131 
Diagnosis confirmed by retrograde pyelogram....... DS 


Associated caleuli 
Unilateral . 


Associated nephrolithiasis was noted in 34 cases 
(14.1% ) and was bilateral in 3 cases. The not infre- 
quent occurrence of nephrolithiasis in polycystic renal 
disease is probably the result of urinary stagnation and 
infection with subsequent formation of calculi. 


PROGNOSIS 
The over-all survival statistics in our group of cases 
is Outlined in table 2. The normal 5-year survival rate 
for a group of individuals 44 years of age is 96% ,'* and 
the 10-year survival is 90.5%. The 5-year survival in 
our series was 56% of 288 patients traced, and the 
10-year survival was 38% of 248 patients traced. Obvi- 
ously, the majority of patients with polycystic renal dis- 
ease do not live a “normal” life span. Nevertheless, in 
our series 11 patients lived more than 20 years, and | 
patient was still living at the time of our study 26 years 
after the initial diagnosis. Prognostic criteria, therefore, 
are important. In table 2 the length of survival in our 
cases is related to some of the various clinical manifesta- 

tions of polycystic renal disease. 
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The patient who is asymptomatic or complaining only 
of lumbar pain tends to fare better from the standpoint 
of longevity than the patient with urinary infection. How- 
ever, the survival rate of the latter undoubtedly will be 
improved with use of modern antibiotic agents. Actually, 
since symptoms were multiple in most cases, these figures 
are not pure ones for the symptom involved. In our 
series were 36 patients whose only symptom was pain; 
89% survived five years after examination at the clinic. 
Survival rates of patients whose only symptom was 
infection or hematuria approximated closely the figures 
given in table 2. Why patients with pain should outlive 
asymptomatic patients can only be conjectured. The 
average age for the asymptomatic group was 45 years 
and for the “pain-only” group 44 years, so earlier diag- 
nosis Or younger patients are not the explanation. Hema- 
turia is definitely an unfavorable symptom, indicating a 
somewhat more advanced stage of the disease with a 
poorer life expectancy. Gastrointestinal upset, associated 
with advanced renal insufficiency as it invariably is, is 
a most Ominous symptom; all of our patients died within 
three years and only two were living beyond one year 
after diagnosis at the clinic. 

Hypertension of any marked degree augurs poorly 
for the patient. Anemia also indicates a serious situation. 
However, the physician can best base his prognosis on 
the presence or absence of renal insufficiency as evi- 
denced principally by the blood urea or other similar 
determination. In our series 85.3% of patients with 
normal renal function lived five years, whereas only 
21.2% of the patients with renal insufficiency lived five 
years. 

Thus, in the majority of cases it should be possible 
for the physician to prognosticate fairly accurately when 
all of these clinical aspects, and particularly the blood 
urea, are taken into consideration. However, the be- 
havior of polycystic renal disease is often totally un- 
predictable, and any prognosis must be given cautiously 
and accepted with some reservation, as even the appar- 
ently sickest patient may occasionally survive well be- 
yond the most optimistic expectation. The reverse, of 
course, is also occasionally true. Undue pessimism 
should certainly be avoided. Nine of our patients 
(25.7% ) who came to autopsy had passed their 60th 
year and five of them were more than 70 years old at 
the time of death. In our series also were 32 patients 
60 or more years old at the time of admission, so a 
normal life span is not unusual. 

Death results most commonly from renal failure with 
uremia, myocardial infarction, cerebrovascular accident, 
or cardiac decompensation secondary to hypertensive 
cardiovascular disease. One-half of our patients who 
came to autopsy died accordingly, with renal insufh- 
ciency as the predominant cause, and the majority of 
follow-up reports of death listed these same causes most 
commonly. 

TREATMENT 

Nonsurgical.—Treatment of polycystic renal disease 
may be either surgical or nonsurgical, but in most cases 
nonsurgical treatment is adequate. Measures employed 
are largely supportive and are designed to relieve the 
usual complications of infection, renal insufficiency, ane- 
mia, and hypertension. Modern chemotherapeutic or 
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antibiotic agents should be employed early in any sys- 
temic infection or at the first signs of urinary infection. 
A high daily intake of fluid should be encouraged, and 
a low-protein diet may be helpful. Transfusions are given 
if the hemoglobin becomes low. The patient should be 
encouraged to rest adequately and relieve the tensions 
of daily life in so far as possible. 

Surgical_—The usually cited indications for surgical 
intervention and the procedures employed are as follows: 
(1) nephrolithiasis with pain or obstruction, for which 
pelviolithotomy and cyst puncture are usually performed: 
(2) renal or perirenal infection, for which nephrostomy 
and drainage with either cyst puncture or nephrectomy 
is needed; (3) severe spontaneous or traumatic hema- 
turia, or intractable pain, necessitating either cyst punc- 
ture or nephrectomy; (4) impending renal insufficiency 
or increased hypertension without renal failure, for which 
cyst puncture may be of aid, and (5) associated neo- 
plasm or tuberculosis, which requires nephrectomy. 

Most of the surgically treated patients in our series 
have been reported on previously,'* but because of longer 
follow-up now possible, data are included herein. Sur- 
gical exploration was incidental to other operations in 
all 17 such cases. Cyst puncture was performed on 28 


TABLE 4.—IJ/ndications for Operation in Polycystic Renal Disease 


Nephree- Hemine- 

tomy phrectomy 

Nephree- Cyst and Cyst and Cyst 

Purpose or Indieation tomy Puncture Puneture Puneture 

Rule out neoplasm..........6. 12 12 1 

linprove function or symp- 

Nephrolithiasis and inteetion. 

Hydronephrosis 


4 
] 1 


— 


Incidental to other operation 
Not known (operation else- 
6 


- 


patients and was repeated ipsilaterally on 2 of them 
6 and 18 years later and contralaterally on 2 others 6 
and 7 years later. Thirty patients underwent nephrec- 
tomy, three of whom had nephrectomy secondarily after 
a previous cyst puncture. Two additional patients had 
nephrectomies originally, with a cyst puncture on the 
contralateral kidney 6 and 15 years later, while a third 
patient had cyst puncture initially and contralateral 
nephrectomy 8 years later. Simultaneous heminephrec- 
tomy and cyst puncture were done in one case. Thus, 
excluding the 17 cases in which exploration only was 
performed, 62 patients underwent 69 definitive surgical 
procedures. There were two operative deaths; both pa- 
tients had preoperative azotemia. Both deaths followed 
nephrectomy; one was due to postoperative ileus and 
renal insufficiency and the other to infection and renal 
insufficiency after removal of a pyonephrotic and poly- 
cystic kidney. 

The indications for surgical intervention are listed 
in table 4. The commonest indication for operation was 
to rule out neoplasm; in two of these cases an associated 
hypernephroma was found. On the whole, the condition 
of the surgical group was better than that of the non- 


13. Walters, W., and Braasch,. W. F.: Surgical Aspects of Polycystic 
Kidney: Report of Eighty-five Surgical Cases, Tr. Am. A. Genito-Urin. 
Surgeons 26: 385-393, 1933. 
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surgical. In the surgical group the average age was 42.7 
years, 23% had anemia, 35% hypertension and 24% 
renal insufficiency, whereas in the nonsurgical group the 
average age was 44.2 years, 29% had anemia, 61% 
hypertension, and 51% renal insufficiency. The over-all 
survival in the surgical group consequently was better. 
Of the 58 patients traced five years, 45 (77.6% ) had 
lived five years. 

A comparison of the survival statistics of the two 
principal surgical procedures in regard to the various 
clinical manifestations of the disease is shown in table S. 
Of three patients who underwent nephrectomy and cyst 
puncture procedures on the contralateral kidney, two are 
still living 12 and 17 years after the nephrectomy and 
the third died 21 years from the date of his initial pro- 
cedure, the cyst puncture. The patient subjected to 
heminephrectomy and unilateral cyst puncture died eight 
years after operation. 

Comparison of the subdivided surgical group is dif- 
ficult because of the comparatively few surgical cases. 
Apparently the removal of a functionless, destroyed, or 
infected kidney of a patient with normal renal function, 
blood pressure, and hemoglobin does better his chances 
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ment of the contralateral kidney and with normal renal 
function is probably indicated, but in the face of renal 
insufficiency, severe hypertension, or anemia, it would 
be difficult to justify such a procedure unless necessitated 
for other reasons. Needless to say, nephrectomy should 
never be done unless the function of the contralateral 
kidney has been ascertained preoperatively. 


SUMMARY 

The 366 cases of polycystic disease of the kidneys 
encountered at the Mayo Clinic in 20 years (1925 
through 1944) were reviewed and follow-up data were 
obtained. The pathogenesis of renal polycystic disease is 
not entirely understood. It has congenital and familial 
aspects. Lumbar or upper abdominal pain, renal infec- 
tion, hematuria, and gastrointestinal symptoms are the 
commonest symptoms of this disease. Hematuria and 
gastrointestinal symptoms indicate a poor prognosis, the 
latter being particularly ominous in this respect. In the 
majority of cases one or both kidneys will be palpably 
enlarged and moderate or severe hypertension will usu- 
ally be present. Severe hypertension indicates an ad- 
vanced stage of the disease. 


TABLE 5.—Comparison of Survival Rates After Nephrectomy and Cyst Puncture with Survival Rates in Nonsurgical Cases: 
Relationship of Clinical Signs * 


Renal Function 
Total in 


Type of Therapy Series Normal Impaired. 

Nonsurgical (average age, 44 yr.) 

FACE, GW. 82.9 20.0 
Nephrectomy alone (average age, 40 yr.) 

THEO, 82.1 95.2 42.9 
Cyst puncture alone (average ave, 45 yr.) 

5-yr. survival rate, %.............. 69.2 85.0 16.7 


Blood Pressure Hemoglobin 


Moderately Severely Moderately — Severely 
Normal Elevated Elevated Normal Decreased Decreased 
ry 151 48 24 
57.1 53.7 39.3 64.9 29.2 12.5 
19 5 2 21 4 2 
94.7 40.0 90.5 50.0 


1d 7 20 
93.3 42.9 25M 75.0 60.0 


*4 patients treated with multiple surgical procedures are excluded from this analysis. 


for survival. If abnormal conditions obtain that indicate 
a more advanced stage of the disease, most writers agree 
that nephrectomy is probably not indicated, particularly 
in cases of renal insufficiency. Our cases are too few in 
these respects to draw any valid conclusions. 

It would appear as if surgical intervention is rarely 
indicated in polycystic renal disease except for the 
complicating situations requiring it that were listed 
earlier. The cyst puncture, aside from some improved 
survival in the nonhypertensive group of patients, pro- 
duced no remarkable results. In the presence of renal 
insufficiency, anemia, severe hypertension, or similar 
conditions, such surgery does not seem indicated. Re- 
cently '* it has been shown that many of the cysts in 
adults are functioning elements and their puncture results 
in further depression of renal function. This observation 
bears out the previously cited findings of Lambert,' and 
lends support to our clinical findings in this regard. The 
symptomatic relief afforded by puncture is usually tem- 
porary. Incidental to other operations it may be well to 
do cyst puncture, but as a primary procedure, except 
for the circumstances enumerated earlier, results do not 
seem to merit even the minimal operative risk. 

The removal of a functionally impaired or damaged 
kidney from a patient with apparently little or no involve- 


The most reliable and consistent prognostic sign in 
our series was the presence or absence of renal insuffi- 
ciency. Renal impairment, with or without anemia, in- 
dicated that the prognosis was particularly poor. 

Operation usually is indicated only when complications 
require it. Occasionally, however, when only one kidney 
is primarily involved and is apparently functionless, its 
removal may add to the survival and comfort of the 
patient provided that the contralateral kidney is not 
impaired. Cyst puncture may occasionally be employed 
incidental to other surgical procedures, but, aside from 
the rare instances in which it is necessitated for the relief 
of symptoms resulting mechanically from the size of the 
cysts, we could demonstrate no valid primary indication 
warranting this procedure. The hope that this operation 
might prolong life in the presence of early renal insuffi- 
ciency was not supported in this study. 

We particularly wish to emphasize that it is not too 
unusual for a patient with renal polycystic disease to 
live an essentially normal life span. The prognostic fac- 
tors discussed in this paper may permit the physician to 
so encourage his patient. We hope that undue pessimism 
concerning this disease will be less prevalent in the future. 


14. Patton, J. F., and Bricker, N. S.: Renal Function Studies in Poly- 
cystic Disease of the Kidney: A Preliminary Report, J. Urol. 72: 285-292 
(Sept.) 1954. 
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PNEUMONIA IN NEWBORN 


INFANTS 


Alexander J. Schaffer, M.D., Milton Markowitz, M.D. 


and 


Anthony Perlman, M.B., B.Ch., Baltimore 


Pathologists have recognized since late in the 19th 
century that pneumonia was responsible for the deaths 
of many newborn infants.! Since many who died were 
stillborn or died within the first few hours or days of life, 
it was obvious that a certain proportion must have ac- 
quired pneumonia in utero. Pediatricians have virtually 
ignored this observation. Pneumonia is seldom diag- 
nosed; indeed, it is rarely considered as a possibility in 
the differential diagnosis of respiratory illness in the 
early neonatal period. In this report we shall attempt 
to demonstrate that this condition is recognizable, given 
a high enough index of suspicion, and that it is not 
invariably fatal. In addition, we suggest that some cases 
are preventable and that vigorous treatment may be life- 
saving. 

There is a considerable percentage of stillborn and 
newborn infants in whom evidence of inflammation of 
the lungs has been discovered in large series of consecu- 
tive autopsies. Browne ~ (1922) found it in 26% and 
Macgregor * (1939) in 32%. Hook and Katz * (1928) 
reported a figure as high as 51%. Since 1940 the inci- 
dences reported have been considerably lower. D’Esopo 
and Marchetti ° (1942) found 7% of perinatal deaths 
due to pneumonia and Bundesen and collaborators,° 
(1952) approximately 8%. In one of the hospitals 
from which our data have been collected, 76 autopsies 
on stillborn and newborn infants were performed from 
1951 to 1953. Pulmonary inflammation of some degree 
was found in 27 (35% ), was considered a contributory 
cause of death in 7 (9% ), and was the sole cause of 
death in 6 (8%). Therefore, we may assume that 
roughly 1 out of every 12 perinatal deaths is caused by 
pneumonia. 

MATERIAL AND DIAGNOSES 

In this study we have analyzed the data concerning 38 
babies who died within the first month of life with in- 
flammatory changes in the lungs. Of these, 25 died and 
autopsy done in one hospital, 13 in another. All had 
been examined repeatedly during life and detailed con- 
temporaneous notes had been written. As 5 of the 38 
infants were stillborn and 23 were liveborn and lived no 
longer than three days, we felt free to assume, following 
Potter,’ that the cause of death in these was probably 
of intrauterine origin. These 28 were analyzed for pos- 
sible etiological factors associated with intrauterine pneu- 
monia. The remaining 10 died between the 4th and 
28th day of life. In many of these, pneumonia was post- 
natally acquired. 

For the study of the clinical characteristics of intra- 
uterine pneumonia, the total of 38 cases was perforce 
drastically reduced. The five stillborn infants were 
omitted. The 10 who died after the third day of life were 
omitted, as were 13 more who demonstrated in addi- 
tion to pneumonia at postmortem examination either 
hyaline membrane formation, intracranial hemorrhage, 
or congenital malformation. The remaining 10 cases 


were considered pure pneumonia, almost surely ac- 
quired in utero or in the birth canal. Although the 
series is small, the presence of accurate clinical notes 
makes it worthy of discussion. We shall also present 
the histories of two patients who recovered from what 
we believed to be congenital pneumonia. 

We shall not discuss in this report, because of limita- 
tion of space, the clinical features of the many varieties 
of postnatally acquired pneumonia. That form due to as- 
piration of food or gastric contents is familiar to all. The 
varied manifestations of micrococcic pneumonitis have 
been thoroughly described in many reports.* The group 
caused by less usual organisms is exemplified by the 
communication of Miller and associates,? who have re- 
cently reviewed the literature and reported another case 
of Klebsiella pneumoniae (Friedlander’s bacillus) in the 
newborn infant. Adams ?° has described epidemics of 
respiratory infection that he believes are caused by a 
virus. In general, the diagnosis of these postnatally ac- 
quired infections presents less difficulty. Before attempt- 
ing to delineate a composite clinical picture of intra- 
uterine pneumonia, we shall present a few representa- 
tive case histories. The first is that of a stillborn infant, 
the next two of full-term liveborn infants, and the final 
two of premature liveborn infants. 


REPORT OF CASES 


Case 1.—A full-term 8 lb. 5 oz. (3,770.5 gm.) female infant 
was stillborn. The mother was an obese 27-year-old primipara. 
Membranes ruptured spontaneously 47 hours before delivery. 
Total labor lasted three and a half hours, second stage one 
hour. Fetal heart was not heard when labor commenced. At 
birth the baby was flaccid, failed to breathe, and would not 
respond to any form of resuscitation. Autopsy showed wide- 
spread intrauterine pneumonia. 

Case 2.—A full-term 7 Ib. (3,175.1 gm.) female infant was 
born to a 30-year-old primipara who developed marked intra- 
partum hypertension. Membranes ruptured, labor began but 
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progressed poorly, and after 38 hours cesarean section was 
performed. The infant was cyanotic at birth and gasped a few 
times only. In the Bloxsom apparatus respirations were estab- 
lished. At 3 hours respirations were grunting in character, but 
air exchange was good and no rales were heard. She was trans- 
ferred to the Isolette incubator with oxygen at 2 liters per 
minute and high humidity. Penicillin and streptomycin therapy 
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Fig. 1 (Case 3).—X-ray of chest showing massive consolidation of both 
lungs, which spares only the peripheral portions. 


was begun. At 8 hours respirations were rapid and shallow and 
temperature rose to 102 F. Rigidity, then twitchings, appeared. 
Temperature rose to 104.6. Death occurred at 14 hours. Autopsy 
showed widespread pneumonia. 

Case 3.—A full-term 9 Ib. (4,082.3 gm.) female infant was 
born to a 30-year-old primipara. Pregnancy had been uneventful 
except that mother had a hemorrhoidectomy two weeks before 
term. Membranes ruptured four hours prior to delivery. Total 
labor lasted five hours, the second stage two hours. The infant 
cried and breathed spontaneously after birth, but the color 
looked pale and gray and the obstetrician placed her immedi- 
ately in the Bloxsom apparatus. Two hours after birth respira- 
tions were noted to be grunting, and this increased over the next 
10 hours. Slight cyanosis was visible even with the infant in the 
Isolette. At 16 hours color was grayish and cyanotic, tempera- 
ture was 101.6 F, and respirations were rapid and shallow with 
slight sternal retraction. Percussion note was dull everywhere, 
and many fine rales were heard throughout. Air exchange was 
quite poor. Heart sounds were poor, and the liver edge de- 
scended to two fingerbreadths below the costal margin. Penicil- 
lin and streptomycin were given intramuscularly and chlor- 
tetracycline (Aureomycin) intravenously, all in full therapeutic 
dosage. Temperature rose to 102.2 F. X-ray showed very little 
aerated lung, limited to the periphery (fig. 1). Autopsy showed 
widespread pneumonia (fig. 2). 

Case 4.—A premature 2 lb. 9 oz. (1,162.3 gm.) female infant 
was born to a multipara after 30 weeks of gestation. Mem- 
branes ruptured spontaneously 30 hours before delivery; labor 
was very short and without incident. Born at home, she is said 
to have looked well and to have cried and breathed spontane- 
ously. At 2 hours of age, when admitted to the hospital, she 
showed facial edema and ecchymoses of face and extremities, 
and rapid respiration with mild retraction was observed. In the 
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chest poor expansion, distant breath sounds, and fine rales at 
both bases were noted. Temperature remained 93.5 to 95 F 
throughout. Respirations became more rapid and grunting, but 
retraction did not increase. Death occurred at 10 hours of age. 
Autopsy showed marked atelectasis and widespread pneumonia. 

Cast 5.—A premature female infant was the result of the 
seventh pregnancy of a mother who had had four or five 
episodes of bleeding lasting one or two days since the fourth 
month of pregnancy. Membranes had ruptured eight days before 
delivery. Born in the 28th week in another hospital, the infant 
weighed about 2 lb. (910 gm.) and is said to have breathed 
spontaneously. Her color in the incubator was fair. At one and 
a half hours, she became apneic and nikethamide (Coramine) was 
given. One hour later she was admiited to the Johns Hopkins 
Hospital. She was deeply cyanotic, and thick mucoid secretion 
was suctioned from the nasopharynx. In the Isolette, color 
improved, but at 12 hours she became hypertonic and suffered 
apneic periods lasting one or two minutes. After this, cyanosis 
persisted even when she was in the Isolette with high environ- 
mental oxygen, and respirations, rapid and shallow, were ac- 
companied by slight retraction. Air exchange was very poor 
throughout, but no rales were heard. Lethargy developed and 
increased, muscular twitchings appeared, cyanosis deepened, 
and respirations became abdominal and more labored and re- 
traction a bit deeper. Temperature remained subnormal through- 
out. Death occurred at 27 hours 


CLINICAL FINDINGS 
After discarding all cases with coexisting intracranial 
hemorrhage, hyaline membrane disease, congenital mal- 
formation, and any other disorder that might confuse 
the picture we were left with 10 cases of pure pneu- 
monia. Of these, six infants were full term, four were 
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Fig. 2 (Case 3).—Photomicrograph of lung showing consolidation and 

polymorphonuclear infiltration (> 150). 
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premature. The following observations were made, but 
because of the small size of the series any conclusions 
drawn from them must be considered tentative. None of 
the full-term infants appeared well or behaved in normal 
fashion at birth. They were described either as limp and 
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pale, flaccid, of poor color, or cyanotic. Crying and 
spontaneous breathing were delayed in all but one, and 
in this one the color was so obviously poor that the 
obstetrician placed him in the Bloxsom apparatus at 
once. In one regular respiration was established after 
2'2 minutes, in two others only after 10 minutes. It was 
deemed necessary to place all the fuil-term infants in 
some form of resuscitating apparatus—Kreiselman, 
Rockette, or Bloxsom. The four premature infants were 
born at home or in another hospital; their immediate 
postnatal behavior is less well known. One infant was 
cyanotic at birth; the others were said to have been in 
good condition at birth. All were deeply cyanotic by 
the time of admission to hospital at 2, 242, 3, and 10 
hours of age respectively. 

When spontaneous breathing was established, the 
pattern was usually described as rapid and shallow, at 
times as rapid and grunting. Irregularity, with periods 
of apnea, was noted as the condition worsened. Re- 
traction was absent or minimal in most, having been 
recorded as moderate in only 2 of the 10 infants. It 
never approached in degree the retraction characteristic 
of full-blown hyaline membrane disease. Fever was 
present, surprising both in frequency and, at times, in 
height of temperature, in the full-term group. In one the 
temperature rose from 102 F at 4 hours to 104.6 at 28 
hours. In another it rose to 105 F at 8 hours and re- 
mained high for the entire 3 days of life. In the third it 
reached 99.6 to 102.2 F; in the fourth and fifth it ran 
between 100 and 100.8 F; and in one it was normal 
for the entire 22 days except for one reading of 100 F. 
In the premature infants, on the other hand, the tem- 
peratures were never elevated. They were usually mark- 
edly subnormal. Cough was never present in either the 
premature or the full-term infants. Physical signs in the 
chest were variable in both the mature and immature 
babies. In only four were the percussion note and 
breath sounds normal and adventitious sounds absent. 
Air exchange was deemed fair or poor in five. Fine 
rales were heard in three, rhonchi in two more. Tubular 
breathing was never heard. Signs pointing toward in- 
volvement of the central nervous system, in addition to 
the flaccidity and retardation of breathing and crying so 
often present just after birth, appeared frequently some 
hours later in life. They were observed in 6 of the 10 
infants and consisted of persistent flaccidity in 2, hyper- 
tonicity or rigidity with twitching movements in 3, and 
frank convulsions in one. There was evidence of heart 
failure in two, in the form of poor heart sounds, cardiac 
enlargement, and increase in size of the liver. 

X-ray and laboratory data are slowly accumulating 
but are in this particular group sparse. No roentgeno- 
grams were made on the premature and very sick ma- 
ture infants, so that only two are available. One showed 
diffuse clouding of both lungs with very little aerated lung 
limited to the periphery of the thorax. The other showed 
an area of consolidation in the left upper lung field and 
scattered opacities spreading outward from the hilum in 
both lung fields. We have other roentgenograms of in- 
fants not in this series that demonstrated similar altera- 
tions (fig. 3). Systematic laboratory work has not been 
carried out on these infants until recently. Therefore, 
we have too few white blood cell counts and cultures to 
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comment with assurance. Among these only one white 
blood cell count was definitely beyond the limit consid- 
ered normal for newborn infants, that one being 31,900 
per cubic millimeter. None were remarkably low. Nose 
and throat and blood cultures have thus far added little 
information. Considerably more work is required in 
this area, possibly utilizing techniques other than those 


in conventional use. 
PROGNOSIS 


Potter * and Snyder '' have indiczted that the outlook 
for the infant with prenatally acquired pneumonia is 
hopeless. With this opinion we do not agree. We shall 
demonstrate several histories of infants who recovered, 
in whom we believe this diagnosis is the correct one. 

Case 6.—A full-term 7 Ib. 14 oz. (3,572.04 gm.) female infant 


was born to a 37-year-old multipara tour days after the mem- 
branes had ruptured. Labor was induced by intravenously ad- 
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Fig. 3.—X-ray of chest showing much patchy infiltration in right lung, 
less in left lung. 


ministered oxytocin (Pitocin) and lasted only three hours. For 
three days the mother had been given penicillin and strepto- 
mycin, and for the last 36 hours oxytetracycline (Terramycin) 
had been added. The mother had been given meperidine 
(Demerol) hydrochloride, 100 mg., and scopolamine, 0.6 mg., 
intravenously 23 minutes before delivery, following which she 
developed respiratory depression succeeded by hyperventilation. 
The infant at birth was extremely cyanotic and flaccid. She was 
placed in an incubator with high oxygen and humidity; the 
nasopharynx was suctioned; and penicillin and streptomycin 
therapy was started immediately. At 8 hours she was mildly 
cyanotic and sluggish, with hypoactive reflexes and a fair Moro 
response. Respirations were rapid and shallow, 45 to 60 per 
minute. Lungs were normal to percussion and auscultation. At 
16 hours there was no change. By 33 hours her color was im- 
proved in the incubator but dusky when removed from the 
incubator, and respirations were 100 per minute. Poor air entry 
into the right lung posteriorly was noted. Respirations were 
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unchanged in rate and character 24 hours later, but color and 
tone seemed improved. No rales but harsh breath sounds were 
heard at the base of the right lung. X-ray at this time revealed 
scattered foci spreading outward from the hilum and diffuse 
clouding of the base of the right lung (fig. 4A). Therapy with 
tetracycline (Achromycin), 50 mg. every 8 hours, was begun. 
At the fourth day of life she seemed slightly improved but 
respirations were unchanged. On the fifth day definite improve- 
ment was noted and from then on continued steadily until the 
ninth day when she appeared quite well. Repeat x-ray examina- 
tion showed distinct clearing (fig. 4B). Fever ranged from 100 
to 101.5 F throughout the first 5 days of life. The white blood 
cell count was 15,150 per cubic millimeter with 52% poly- 
morphonuclear cells on the second day and showed no essential 
change on the ninth day. Nasopharyngeal culture grew a 
Micrococcus (Staphylococcus) pyogenes var. albus. Blood cul- 
ture was sterile. Examination of the placenta revealed acute 
inflammation of the amniotic membranes with spread to the 
decidual layer. 


Case 7.—A 6 Ib. (2,721.6 gm.) female infant was born to a 
23-year-old primapara after 41 weeks of gestation. Pregnancy 
had been uneventful. Labor began spontaneously and lasted 
131% hours, the second stage lasting 1 hour. Membranes rup- 
tured four hours before delivery. She was given no sedation 
later and four hours before. There had been no evidence of 
fetal distress. After elective low forceps extraction of the baby, 


Fig. 4.—A (case 6), x-ray of chest showing widespread pneumonitis of 
both lungs diminishing from the hilum toward the periphery. B (case 6), 
same chest six days later, showing marked clearing. 


crying did not occur for five minutes, and he was then placed 
in the Bloxsom apparatus. Examined at 6 hours of age he 
appeared depressed, of poor vigor, and with a weak, grunting 
cry. The skin and cord were meconium-stained. Resptrations 
were rapid, 55 per minute, shallow, and with minimal retrac- 
tion. Resonance over the chest was generally diminished. Air 
exchange throughout was poor, but breath sounds were audible 
everywhere. A few rhonchi but no rales were heard. He was 
transferred to the Isolette, with oxygen and high humidity, and 
streptomycin and penicillin therapy was begun. At 28 hours 
he became dusky when taken out of oxygen, respirations were 
70 per minute, labored, but with minimal retraction. At this 
time there was marked dulness on the right, front, and back, 
and breath sounds were increased in this area. Many medium 
coarse rales were heard here. The left hemithorax was resonant, 
and only a few rhonchi were heard in the left front. Throat 
culture showed M. pyogenes var. aureus. The white blood cell 
count was 31,900 per cubic millimeter and the hemoglobin level 
was 19.5 gm. per 100 cc. X-ray showed diffuse clouding of both 
upper lung fields. Intramuscular administration of oxytetra- 
cycline was begun at this time. 

At 48 hours the temperature was 100.8 F, but the infant 
appeared better. Respirations had slowed to 30 to 40 per 
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minute, without retraction, and the color remained good out 
of oxygen. There was now some dulness to percussion over the 
left posteriorly, and the rales heard the day before over the 
right chest had disappeared. All signs disappeared by the third 
day of life, and the x-ray on the fourth day showed definite 
clearing. 


ETIOLOGY AND PATHOGENESIS 

The organisms that incite pulmonary inflammation in 
the fetal lung consist usually of one or more of those that 
are commonly found in the maternal vagina. How these 
bacteria arrive in the respiratory tract of the fetus is a 
much debated question. At this time we shall present 
our conclusions briefly, leaving for a further communica- 
tion now under preparation a detailed exposition of the 
problem. Two facts, well-known to previous observers, 
are borne out in this series of 28 cases. 1. A remarkable 
number, 20 of 28, of the pregnancies or labors were ab- 
normal in one or more respects. 2. Of the 28 infants, 16 
were premature. This is approximately 11.5 times as 
many premature infants as one would expect in 28 con- 
secutive deliveries. At least three different mechanisms 
appear to be operative in the pathogenesis of pneumonia 
of the newborn infant. The first is infection of fetal air- 
ways by the inhalation of contaminated amniotic fluid 
in the course of normally occurring intrauterine respira- 
tory-like movements.*! Contamination of amniotic fluid 
is usually the result of prolonged ruptured membrane 
time, according to Gosselin,’* but is said to occur also 
after prolonged dry labor.‘ In 12 of our 28 cases time 
between membrane rupture and delivery exceeded six 
hours. In three it lasted 6 to 23 hours, in five, 23 to 47 
hours, and in four, two to eight days. 

The second pathogenetic mechanism is the initiation 
of exaggerated respiratory-like movements by some ob- 
stetric complication. This produces overdistention of 
portions of the fetal lung with amniotic contents, which 
may include meconium, and pneumonia follows. The 
factor commonly held responsible for exaggerated re- 
spiratory efforts of the fetus is anoxia. The table shows 
the distribution of obstetric complications that were 
present in this series. 


Distribution of Obstetric Complications 


Full re- 
Term mature Total 
Prolonged ruptured membrane time alone.. 0 3 3 
Other obstetric complication alone.......... 3 5 8 
Combination Of 6 3 
No obstetric 3 5 
12 16 28 


Of the 28 pregnancies or labors, 20 were abnormal in one 
or more respects. The complications, in addition to 
prolongation of labor and membrane rupture time, were 
numerous. They included breech presentation, toxemia, 
maternal bleeding, twinning, midforceps extraction, ma- 
ternal diabetes, and tetanic contraction of the uterus. 

We doubt that anoxia is the factor that sets off exag- 
gerated respiration of the fetus. Snyder’s * fetal rabbits 
ceased rhythmic respiration when their mothers were 
given low-oxygen breathing mixtures. Other observers 
have doubted the validity of this result, but none, as far 
as we can discover, have ever produced enhancement 
of fetal respiratory movements by the same nethod. 
Miller and Behrle’s ** recent observation that hypoxia 
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causes depression rather than enhancement of respira- 
tion in the newborn human is further indication in this 
direction. Occiusion of the fetal circulation has been 
noted to produce gasping in many of these experimental 
animals. We suggest, therefore, that the trigger mechan- 
ism for gasping in utero resides not in blood chemical 
alterations such as low oxygen or high carbon dioxide 
but in some physical, possibly hemodynamic, factor. A 
common denominator of our long list of complications 
might be sudden impairment of fetal circulation. Another 
unanswered question in this group is the source of the 
bacteria that cause these pneumonias. Without pro- 
longed membrane rupture time or prolongation of labor 
one would not expect the amniotic fluid to be contamin- 
ated. Might the lungs of some fetuses, otherwise nor- 
mal, contain a few bacteria filtered from the blood 
stream during transient bacteremia, which would cause 
no trouble unless the lung is damaged or its circulation 
impaired? 

For the group of eight infants in whose obstetric his- 
tories there could be discovered not the slightest devia- 
tion from normal, we are almost forced to the conclusion 
that transplacental infection is a third mechanism of 
pathogenesis. This is rendered more likely by the fact 
that one of three mothers had suffered exacerbation of 
an old osteomyelitis in midpregnancy and another had a 
hemorrhoidectomy two weeks before term. It is not 
impossible that the five very small premature infants 
may have acquired their infections in the birth canal 
rather than in the uterus, that their immature state per- 
mitted rapid extension of infection, and that their pre- 
carious balance between adequate and inadequate ven- 
tilation rendered a small amount of infection lethal. 


PREVENTION 

Injections of penicillin given to mothers whose mem- 
branes had been ruptured or whose labors had lasted 
an unusually long time failed to reduce total perinatal 
mortality, in Eastman’s '* experience, or in the incidence 
of neonatal pneumonia, according to Labate.'® On the 
other hand, von Friesen '* reported that small oral doses 
of sulfamerazine taken from the onset of labor until de- 
livery reduced total perinatal mortality significantly. The 
question whether intrauterine pneumonia can be pre- 
vented completely or in large part by prenatal anti- 
bacterial medication is still in doubt. In our case 6, 
vigorous antibacterial therapy given the mother may have 
been of benefit. There is room for further work in this 
field, both by further determinations of concentrations 
attainable in amniotic fluid and cord blood after ma- 
ternal administration of antibacterial agents and by 
large-scale clinical trials of combinations of drugs. 


TREATMENT 

Pneumonia in the early neonatal period is most likely 
to occur in infants (1) in cases where membranes rup- 
tured more than six hours prior to delivery; (2) who 
were born after prolonged or complicated labors; (3) 
whose mothers suffered from toxemia or had bled pro- 
fusely; and (4) who were premature regardless of the 
character of labor or pregnancy. Since the diagnosis 1s 
difficult to make, it would appear advisable to begin 
treatment on all of these shortly after birth. In this con- 
nection it must be pointed out that pneumonia was 
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found at autopsy 13 times in this series as a complication 
of another serious disorder, intracranial hemorrhage, 
hyaline membrane disease, or congenital malformation 
of the respiratory or gastrointestinal tract. Since its 
presence was practically never suspected, perhaps it 
would be wise to begin vigorous treatment on all in- 
fants demonstrating signs of these conditions. 

The combination of streptomycin and penicillin ther- 
apy commonly used in many clinics may or may not be 
the ideal choice. We have continued to use it for routine 
prophylaxis but always add a broad spectrum antibiotic 
when pneumonia is strongly suspected. On a number 
of occasions the improvement after the addition of chlor- 
tetracycline, oxytetracycline, or tetracycline has been 
gratifying. They are tolerated fairly well when given 
orally but often cause diarrhea or vomiting after several 
days. Injectable preparations are probably superior. 
Sulfonamides are also tolerated well, and small doses 
maintain high blood levels in the newborn infant. The- 
oretically they should be highly useful because of their 
potency against Escherichia coli and related gram-nega- 
tive bacilli, as well as pneumococci and some micrococci 
(staphylococci) and streptococci. A few trials with 
sulfadiazine administered both orally and subcutaneously 
have been encouraging. Oxygen is needed for most in- 
fants but should be used only as long as absolutely re- 
quired and never in concentration greater than 40%, 
because of the danger of retrolental fibroplasia in small 
premature infants. High humidity is almost surely help- 
ful. Evidences of heart failure call for prompt digitaliza- 
tion. Oral feeding should be avoided while the infant is 
seriously ill. 

SUMMARY 

Pneumonia is the sole cause of death in 6% to 9% of 
all stillborn and newborn infants. In many instances, the 
disease has been acquired prenatally. Diagnosis of neo- 
natal pneumonia is difficult and requires a high index of 
suspicion. The infants are commonly ill at birth. Res- 
pirations are rapid and shallow or grunting and are not 
accompanied by deep sternal or intercostal retraction. 
Cough does not occur. Fever is usually present in full- 
term infants but never or seldom in premature infants. 
Signs of central nervous system depression or irritation 
are frequent even when pathological studies show no 
brain involvement. The heart may fail. Physical signs 
may reveal much or little. Laboratory tests systemati- 
cally performed may supply further help. The x-ray ex- 
amination often reveals widespread areas of consolida- 
tion. Prognosis is not necessarily bad. Pulmonary in- 
flammation in the newborn infant is often associated with 
premature rupture of membranes or prolongation or 
complication of labor. It also occurs when the obstetric 
course has been uncomplicated, chiefly in small prema- 
ture infants. It is more rarely encountered in full-term 
infants in whom the history of pregnancy and labor has 
been without untoward incident. Aspiration of con- 
taminated amniotic contents in the course of normal 
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fetal respiratory-like movements may be one mechanism 
for the causation of pneumonia. Similar aspiration by 
abnormal exaggerated inspiratory efforts is almost surely 
another. Transplacental blood-borne infection may be a 
third. Preventive antibacterial treatment of mothers 
whose pregnancies or labors have been complicated in 
the aforementioned ways may be effective in reducing the 
incidence of pneumonia. Further study of this problem 
is required. Vigorous prophylactic treatment is advised 
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for all infants in the three categories listed above, that is 
when membranes have been ruptured unduly long, when 
labor has been prolonged or complicated, and when pre- 
mature infants are small. At the first suspicious sign of 
pulmonary involvement or when other serious disorders 
are present, a broad spectrum antibiotic should be ad- 
ministered in full therapeutic dosage, preferably by a 
parenteral route. 
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CLINICAL PICTURE OF PYLORIC CHANNEL ULCER 


ANALYSIS OF ONE HUNDRED CONSECUTIVE CASES 


Julian M. Ruffin, M.D., David H. Johnston, M.D., Donald D. Carter, M.D. 


George J. Baylin, M.D., Durham, N. C. 


The clinical picture of an uncomplicated peptic ulcer 
is so characteristic that the diagnosis can be made by 
history alone. When complications develop, this picture 
changes. For illustration, the patient having a pyloric 
obstruction from a long-standing ulcer loses the familiar 
“pain food-relief” pattern. Likewise, the patient having 
a peiforated walled-off ulcer will experience a change in 
the usual ulcer picture. The pain becomes severer, may 
be aggravated by food, and often radiates to the back. 
These two complications of peptic ulcer are well recog- 
nized by the profession and readily diagnosed. It is not 
generally appreciated, however, that an ulcer located in 
the pyloric channel frequentiy gives rise to a bizzare syn- 
drome, not in the least suggestive of ulcer and often 
missed entirely. 

There are conflicting opinions in the literature re- 
garding this type of ulcer. Bockus ' states that gastric 
ulcers in or near the pyloric canal have symptoms resem- 
bling those of duodenal ulcer, and Butsch ? concurs in 
this belief. Eusterman,* on the contrary, points out that 
the majority of patients having a channel ulcer have the 
syndrome pylorique consisting of a short, stormy course 
with intermittent pyloric obstruction and painful spasm 
of the pylorus, and this opinion is shared by Brethwaite 
and associates.‘ Gutmann and Hoffmann ° report that 
ulcer of the pylorus gives rise to “the most variable 
symptomatology,” with no rhythmicity or periodicity of 
ulcer distress. The following study was undertaken to 
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determine if ulcers located in the pyloric channel give 
rise to a recognizable clinical picture, how the diagnosis 
may be established, and what form of therapy should be 
instituted. 

DEFINITION AND PATHOLOGY 


The pyloric channel is that portion of the stomach 
lying between the antrum and duodenum, approximately 
1 cm. in length (fig. |). A channel ulcer may be defined 
as a benign peptic ulcer occurring in this region or im- 
mediately adjacent thereto. Pathologically this ulcer is 
identical with a benign ulcer occurring in other portions 
of the stomach or duodenum. In figure 2 the location 
and gross appearances of such an ulcer are shown, and 
in figures 3 and 4 microscopic sections through this ulcer 
show it to be the usual benign peptic ulcer. 


MATERIAL 

This study is based upon an analysis of the clinical 
features of 100 consecutive patients with a channel ulcer. 
The diagnosis in each case was established by the dem- 
onstration of an ulcer crater within the pyloric channel, 
either by x-ray or at operation. There were 75 men and 
25 women, whose ages varied from 19 to 83, with 78% 
being between the ages of 30 and 60. For comparison 
the clinical features of an additional 100 consecutive 
patients having an uncomplicated duodenal ulcer were 
studied. Each of these patients had radiological findings 
consistent with an active duodenal ulcer. They were all 
seen during the calendar year of 1953 and were all hos- 
pitalized. The analysis of their histories was carried out 
in the same manner as with the group having channel 
ulcer. During the year of 1953, 825 patients at Duke 
Hospital were given a diagnosis of peptic ulcers, 166 
being gastric and 659 duodenal. Of this group, there 
were 40 patients in whom the diagnosis of channel ulcer 
was made, an incidence of 4.3%. 

CLINICAL FEATURES 

Channel ulcer is characterized clinically by nausea 
and vomiting, upper abdominal pain, and marked weight 
loss (table 1). In this series, nausea with vomiting was 
the most frequent symptom, occurring in 83 of the 100 
cases. Often, it was nocturnal and episodic, occurring 
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before meals, immediately after meals, or having no 
relationshp to meals. Occasionally nausea with painless 
vom “ing was the only symptom. Atypical ulcer pain 
was noted in 79 of the 100 cases. This pain, as a rule, 
was totally different from the usual ulcer pain in that it 
usually was colicky in nature, unrelated to meals, and 
unrelieved or actually aggravated by food. In many 
patients the pain was constant, severe, and required 
narcotics for relief. Weight loss in excess of 15 Ib. (6.8 
kg.) occurred in 54 patients. A comparison of the 


Taste 1.—Clinical Features of Channel Ulcer in 
One Hundred Cases 


No. of 
Finding Cuses 
Episodic 
Immediately after eating 
Nocturnal 
Unrelated to meals 
Colicky 
Unrelieved by food 
Unrelated to meals 
Precipitated by tood 
Constant 


\ Corpus 


\ 
\ 


repyloric 
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PYLORIC CHANNEL 


(greater curvature) 


Fig. 1.—Diagram showing radiographic anatomy of the pyloric channel, 


TABLE 2.—Comparison of Clinical Features of Channel Ulcer 
and Uncomplicated Duodenal Ulcer 


Channel Duodenal 
‘leer ‘leer 

Finding (100 Cases) (100 Cases) 
Significant weight loss... ; 


clinical features of channel ulcer with those of duodenal 
ulcer is shown in table 2. As might be expected, typical 
ulcer distress occurred in 88% of the patients in the 
duodenal ulcer group and in only 14% of the patients 
having channel ulcer. It will also be noted that nausea 
with vomiting was the most frequent symptom in the 
channel uicer group and relatively uncommon in patients 
with duodenal ulcer. Significant weight loss occurred in 
more than half of the patients having a channel ulcer, 
whereas this was an unusual finding in the group with 
duodenal ulcer. 
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DIAGNOSIS 
As intimated previously, the diagnosis of channel ulcer 
often is missed. In this series, an erroneous diagnosis was 
made in almost half of the patients. The commonest er- 
rors were in mistaking this syndrome for psychic vomit- 
ing or carcinoma of the stomach. Less frequently, it was 


LESSER 
CURVATURE 


. 


PYLORUS 


PYLORIC CHANNEL ULCER 


Fig. 2.—The stomach has been opened along the greater curvature. 
The cardiac end is to the right, pyloric end to the left. The entire circum- 
ference of the pylorus is indicated. The ulcer crater lies directly on 
the pyloric sphincter. It shows the characteristic “punched out’ appearance 
with sharp, slightly overhanging margins. 


TABLE 3.—Original Diagnosis in One Hundred Consecutive 
Cases of Channel Ulcer 


No.0 

Diagnosis Cases 


Fig. 3.—The illustration shows a complete section through a “channel” 
ulcer. Gastric mucosa is seen on the right side of the ulcer, duodenal 
mucosa on the left. In the lower right corner the muscularis is seen as 
a distinct layer, which becomes markedly inflamed, scarred, and distorted 
at the base of the ulcer. The ulcer rests directly on the pyloric sphincter 
(x 3.7) 


confused with disease of the gallbladder or pancreas 
(table 3). A history of episodic nausea and vomiting 
associated with atypical upper abdominal distress should 
suggest the diagnosis of a channel ulcer. This is espe- 
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cially true if these symptoms awaken the patient at night. 
One should remember that nausea with vomiting may be 
the only symptom of channel ulcer. The episodic and 
nocturnal character should distinguish the vomiting due 
to channel ulcer from that of psychogenic origin. Like- 


Fig. 4.—The illustration shows a higher magnification of the center of 
the ulcer crater. At the top is a thin layer of fibrin and polymorpho- 
nuclear leucocytes. The remainder of the picture shows the character- 
istic layer of granulation tissue made up of proliferating vessels, fibro- 
blasts, and a heavy infiltration of lymphocytes and some plasma cells 
74). 


wise this vomiting may be ditterentiated from that of 
pyloric obstruction, in that it consists of small amounts 
of gastric contents or of recently ingested food. 

The physical examination is of little value in diag- 
nosing this condition. The diagnosis of channel ulcer, 
although suspected clinically, should be confirmed radio- 
logically. The important x-ray findings as described by 
Hampton and others ° are: “1, lengthening of the pyloric 
sphincter, 2, distortion of the pyloric sphincter, 3, a niche 
located within the enlarged canal” (fig 5). In addition to 
these, we have noted disturbance in gastric evacuation in 
a large number of cases. Forty-six of the 100 patients 
with channel ulcer had some degree of gastric retention. 
In 27, the six-hour retention was estimated at 0 to 50%, 
in 9, 50 to 75%, and 10 patients had 75 to 100% 
gastric retention. In some cases gastric retention may be 
the only abnormal radiological finding. It is generally 
believed that the radiological diagnosis of channel ulcer 
is even more accurate than exploratory laparotomy. 


TREATMENT 


All patients having a channel ulcer should be hospital- 
ized and treated intensively with a strict ulcer regimen. 


6. Hampton, A. O.: Incidence of Malignancy in Chronic Prepyloric 
Gastric Ulcerations, Am. J. Roentgenol. 30: 473 (Oct.) 1933. 

7. Texter, E. C., Jr.; Baylin, G. J.; Ruffin, J. M., and Legerton, 
C. W., Jr.: Pyloric Channel Ulcer, Gastroenterology 24: 319 (July) 1953. 
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Overnight gastric suction and anticholinergic drugs, 
given parenterally, frequently result in dramatic relief 
of symptoms and eventual recovery. If pyloric obstruc- 
tion from cicatricial narrowing is suspected, anticholin- 
ergic drugs should not be used. Channel ulcer is one of 
the severer forms of peptic ulcer; it may prove refractory 
to medical treatment and often requires surgery. 


RESULTS 


In this series of 100 patients having a channel ulcer, 
62 recovered after intensive medical therapy, the remain- 
ing 38 requiring surgery. Contrary to a previously ex- 
pressed opinion it has been our impression recently that 
the majority of these patients respond satisfactorily to 
medical treatment and that early diagnosis and intensive 
therapy have decreased the need for surgery.’ Subsidence 
of gastric retention under treatment was inversely pro- 
portional to its severity. The six hour gastric retention, 
when estimated at less than 75%, subsided entirely in 
the majority of patients. On the contrary this retention, 
when estimated at 75% or more, did not subside under 
therapy in a single case. 


REPORT OF CASES 


The following case reports illustrate the pertinent 
aspects of channel ulcer. 


Cast 1.—A 29-year-old married white man was first seen at 
Duke Hospital in 1953, complaining of colicky epigastric pain, 
nausea, and vomiting of two weeks’ duration. The pain occurred 
immediately after meals, awakened the patient at night, and was 
frequently relieved by vomiting. A weight loss of 15 Ib. (6.8 kg.) 
occurred during this illness. Physical examination revealed no 
significant findings. Radiological study revealed only a 10% 
gastric retention at six hours. A diagnosis of “functional dis- 
turbance” was made, and the patient was referred to the psychi- 
atric clinic. His symptoms gradually subsided but recurred one 
year later, at which time x-ray examination revealed a 40% 


Fig. 5.—X-ray showing a large ulcer crater within the pyloric channel. 


gastric retention and a crater in the pyloric channel. The patient 
was then hospitalized and his symptoms rapidly subsided follow- 
ing intensive therapy, including night suction and parenterally 
given anticholinergic drugs (propantheline |Pro-Banthine| 20 mg. 
intramuscularly every six hours). X-ray studies of the stomach 
several weeks later revealed no abnormalities. 

Comment.—The episodic and nocturnal character of his com- 
plaints, accompanied by a 15 lb. weight loss and a six hour 
gastric retention should have aroused the suspicion of channel 
ulcer. 
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Case 2.—A 45-year-old housewife was admitted to Duke 
Hospital in 1953, with complaints of intermittent colicky epi- 
gastric pain and nausea and vomiting of 17 months’ duration. 
The pain occurred without relation to meals, was aggravated by 
the ingestion of food, and was only rarely relieved by milk or 
soda. At times the pain was constant in nature, requiring mor- 
phine for relief. A weight loss of 30 Ib. (13.6 kg.) was noted. 
A diagnosis of carcinoma of the stomach had been made by the 
referring physician. Physical examination revealed no sig- 
nificant abnormalities. X-ray studies showed a large ulcer niche 
in the pyloric channel with no evidence of obstruction. The 
patient’s symptoms did not respond to conservative management, 
and subtotal gastric resection was performed. The diagnosis of 
benign channel ulcer was confirmed at operation. 


Comment.—This case again illustrates the typical features of 
channel ulcer of marked severity, which was unsuspected for 17 
months and later misdiagnosed as carcinoma of the stomach. 


Case 3.—A 53-year-old white man experienced a sudden 
hematemesis without preceding symptoms in March, 1954. He 
was hospitalized elsewhere, and x-ray studies were said to re- 
veal “peptic ulcer.” The patient responded to therapy and was 
asymptomatic until August, 1954, at which time he developed 
severe, colicky, right upper quadrant pain associated with nausea 
and vomiting. These symptoms occurred without relation to 
meals and frequently awakened him at night. Relief of pain 
followed vomiting of small amounts of recently ingested food. 
The patient was hospitalized five weeks after the onset of symp- 
toms, and x-ray studies revealed a large ulcer niche in the 
pyloric channel with a 75% six hour gastric retention. He was 
treated with diet, antacids, and anticholinergic drugs parenterally 
(tridihexethyl [Pathilon] iodide 20 mg. intramuscularly every six 
hours), and gastric suction, with complete subsidence of symp- 
toms. X-ray studies several weeks later revealed healing of the 
ulcer and subsidence of gastric retention. 


Comment.—This patient illustrates subsidence of a marked 
degree of gastric retention under medical therapy alone and 
clinical recovery without surgery. 


COMMENT 


There is little information in the literature on the 
subject of channel ulcer. The incidence of channel ulcer, 
4.3% of all peptic ulcers seen at Duke Hospital in 
1953, is convincing evidence that such ulcers are not 
rare. Because of the bizarre symptomatology that is 
frequently associated with these ulcers, the correct diag- 
nosis often is unsuspected and many of these patients 
are treated as psychiatric problems. The question can 
be raised of whether the atypical symptoms of channel 
ulcer are due to the fact that this ulcer is different from 
the usual peptic ulcer or are they merely due to its loca- 
tion? Pathological study of these ulcers support the con- 
tention that they are the usual peptic ulcers and that 
the symptomatology must be due to their location alone. 
Although such ulcers give rise to a bizarre picture, there 
are characteristic features of this syndrome that should 
suggest the diagnosis and there are typical radiological 
findings that should confirm it. These ulcers are difficult 
to manage and are often refractory to treatment; many 
require gastric resection. It is likely, however, that their 
early recognition and institution of proper treatment will 
increase the probability of recovery under medical man- 
agement and lessen the need for surgery. 


CONCLUSIONS 
Channel ulcer is one of the severer types of peptic 
ulcer. It gives rise to a recognizable clinical syndrome 
with characteristic radiological findings. Strict medical 
treatment supplemented by gastric suction and paren- 
teral use of anticholinergic drugs is highly effective in 
many cases. However, surgery is frequently required. 
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DIAGNOSTIC PROBLEMS 


PRESENTATION OF CASE 
Calvin H. Plimpton, M.D. 


and 


S. Raymond Gambino, M.D., New York 


A 30-year-old man was admitted on Nov. 17, 1954, 
because of abdominal pain and psychotic behavior of 24 
hours’ duration. About four months before admission he 
had a chest pain that responded to some “green pills” in 
two to three hours. There was no dyspnea. Three 
months before admission, he again had pain in the chest 
relieved by pills. He was then well until Oct. 28, when 
he had a sudden left-sided grand mal seizure. When he 
regained consciousness his left arm and leg felt numb, 
but by the next morning these symptoms had disap- 
peared. He was first seen here on Nov. 2 in the neurology 
clinic, where the general examination was normal except 
for an equivocal Babinski’s sign and questionable left- 
sided weakness and hyperreflexia. On the morning of 
Nov. 17, while on his way to the hospital for roentgeno- 
grams, he suddenly complained of abdominal pain and 
began to scream, strike the subway door, and tear off his 
clothes. A friend restrained him, but he then attempted 
to jump in front of a taxi. He was kept in the admitting 
ward for observation. Except for a temperature of 100 
F, the general physical and neurological examination was 
normal. Hemoglobin level was 17.9 gm. per 100 cc., 
erythrocyte count 5,970,000 per cubic millimeter, and 
leukocyte count 11,950 per cubic millimeter, with 64% 
polymorphonuclear cells and 7% eosinophils. His urine 
specific gravity was 1.020, and the urine contained 1-+- 
albumin, no sugar, and 25 to 30 leukocytes per high- 
power field. His blood sugar level was 182 mg. per 
100 cc. He became more quiet, but in the afternoon 
was again agitated, tearing his clothes, and attempting 
suicide. His abdominal pain returned. His temperature 
was 97.6 F, his pulse rate was 56 per minute, his respira- 
tions were normal, and his blood pressure was 120/90 
mm. Hg. There was epigastric tenderness without spasm 
or rebound tenderness. His leukocyte count was 11,800 
per cubic millimeter, with 84% polymorphonuclear cells. 
His serum amylase level was normal. Roentgenograms 
showed a transverse heart, with clear lung fields and pos- 
sibly some increase in the vascular markings. A roent- 
genogram of the abdomen showed gas in the colon and 
in one loop of the small intestine. He behaved irrationally 
and, despite being given 50 cc. of paraldehyde in divided 
doses, required restraints. His temperature rose to 103 F, 
and he was placed in the medical wards. 

Physical Examination.—On physical examination on 
Nov. 18, his temperature was 100.6 F, his pulse rate 
was 80, his respiratory rate was 26, and his blood pres- 
sure was 110/84 mm. Hg. There was no generalized 
glandular enlargement. His abdomen was soft and not 
tender. The Mazzini test for syphilis was negative. The 
hematocrit was 57%, with a hemoglobin level of 21 gm. 


From the Department of Medicine (Dr. Plimpton) and the Department 
of Pathology (Dr. Gambino), Columbia University College of Physicians 
and Surgeons, and the Presbyterian Hospital. 
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per 100 cc. The leukocyte count was 9,700 per cubic 
millimeter, with 64% polymorphonuclear cells. The 
sedimentation rate was 2 mm. in one hour. The urine 
specific gravity was 1.030, and the urine contained 3+ 
albumin, 1-- sugar, no acetone, no diacetic acid, and 
4 to 7 leukocytes and 4 to 6 erythrocytes per high-power 
field. The serum sodium level was 131 mEq. per liter, 
potassium level 3.7 mEq. per liter, carbon dioxide level 
16.9 mEq. per liter, and chloride level 104 mEq. per 
liter. His urea nitrogen was 27 mg. per 100 cc., and the 
nonfasting blood sugar level was 192 mg. per 100 cc. 
A blood culture, routine enteric agglutinations, and stool 
culture were negative. Urine inoculated into a guinea 
pig was subsequently reported as negative for leptospiral 


Photomicrograph of a branch of the left coronary artery, showing 
severe intimal sclerosis with almost complete occlusion of the lumen 
(hematoxylin and eosin, * 75). 


jaundice. He continued to be acutely psychotic. A 
lumbar puncture was normal in all respects but was 
followed by projectile vomiting, and the vomitus con- 
tained a few streaks of blood. On Nov. 19 he was much 
quieter, but was still febrile and vomiting profusely. His 
abdomen was distended, and there was tenderness and 
spasm in the epigastrium and right lower quadrant. His 
hemoglobin level was 17.7 gm. per 100 cc., and his 
leukocyte count 7,050 per cubic millimeter with 68% 
polymorphonuclear cells. His urine specific gravity was 
1.023, and the urine contained 2+- albumin, no sugar, 
only an occasional leukocyte, and 4 to 8 erythrocytes per 
high-power field. Roentgenograms showed an atypical 
gaseous distention of the small intestine that could be 
explained by paralytic ileus or partial obstruction. 
Course.—At first a nasogastric tube and colon lavages 
seemed to help him, but on Nov. 20 his blood pressure 
suddenly became unobtainable. His hemoglobin level 
was 17.2 gm. per 100 cc., and his leukocyte count was 
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11,950 per cubic millimeter. His serum sodium level 
was 134 mEq. per liter, potassium level 4.1 mEq. per 
liter, carbon dioxide level 21.6 mEq. per liter, and chlo- 
ride level 88.7 mEq. per liter. His urea nitrogen was 
40 mg. per 100 cc. An electrocardiogram showed a sinus 
tachycardia but was otherwise normal. Blood, plasma, 
and arterenol (Nor-epinephrine) were given, and blood 
pressure gradually rose. His condition improved sufhi- 
ciently for an exploratory laparotomy to be performed. 
At operation on Nov. 20, about 5 ft. of gangrenous small 
intestine were removed. There was no mechanical ab- 
normality. The veins and arteries appeared thrombosed, 
though the superior mesenteric artery had a strong pul- 
sation. Microscopically, the arteries appeared normal 
and the veins showed minute thrombi but with no evi- 
dence of organization. His temperature rose to 106.8 F 
and then remained almost normal. He was treated with 
anticoagulants. He had oliguria for several days and be- 
came icteric. His urea nitrogen rose to 206 mg. per 
100 cc. and his serum potassium level to 6.7 mEq. per 
liter. The hyperkalemia was controlled by rectal instilla- 
tions of potassium exchange resins. He seemed to im- 
prove, then died suddenly on Nov. 26. 


ANATOMIC DIAGNOSIS 


The heart showed severe coronary arteriosclerosis 
with multiple areas of almost complete occlusion (see 
figure). A large portion of the anterior descending branch 
of the left coronary artery was completely occluded by 
an organizing thrombus, and there was a small healed 
infarct at the apex of the left ventricle. The apparent age 
of the infarct corresponded with the history of mild chest 
pain four months prior to death. A mural thrombus had 
formed over the area of infarction, and the thrombus had 
undergone early organization. The patient had one large 
common mesenteric artery instead of separate superior 
and inferior mesenteric arteries. The medium-sized 
branches of the common mesenteric artery were oc- 
cluded by emboli from the mural thrombus, producing 
the intestinal gangrene found at operation. The largest 
main branches of the common mesenteric artery were 
not occluded by emboli, explaining why the surgeon felt 
pulsations at the base of the mesentery. The small distal 
branches of the common mesenteric artery were like- 
wise widely patent because the emboli were too large to 
enter these smaller vessels. This explains why the surgi- 
cal pathologist failed to demonstrate thrombi or emboli 
in the specimen of resected intestine. Emboli from the 
mural thrombus in the heart were also found occluding 
branches of the renal arteries, and there were several 
renal infarcts of differing age. There was also an acute 
nephrosis, characterized by multiple small areas of ne- 
crosis and regeneration of tubular epithelium within the 
renal pyramids. The nephrosis was probably secondary 
to the prolonged hypotension and was responsible for 
the terminal renal failure. The mild terminal jaundice is 
perhaps best attributable to the extensive infarcts in the 
small intestine and kidneys. There were multiple small 
areas of acute encephalomalacia in the right superior 
parietal lobule, probably related to the terminal hypo- 
tension and hyperthermia. Although transient hemipare- 
sis was an early symptom, no emboli, old cerebral le- 
sions, or signs of cerebral arteriosclerosis were found. 
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COMMENT 


This case illustrates the difficulties in the diagnosis of 
physical disease in the acutely disturbed patient. The 
cause for the psychosis was not found anatomically, and 
presumably falls into the group of toxic psychoses. We 
are also forcefully reminded that with arterial emboli the 
commonest cause is still a mural thrombus. Although 
this patient was unusually young, coronary arterioscle- 
rosis is being seen in this age group. The frequently ele- 
vated blood sugar levels observed in this patient raise 
the possibility that he might have been a latent diabetic 
and hence his arteriosclerosis might have been somewhat 
accelerated. It is certainly dismaying that, except for 
the possible angina several months before, this myo- 
cardial infarct was not only “silent” clinically but also 
electrocardiographically. This case also illustrates the 
dangers of hyperkalemia in lower nephron nephrosis 
and the usefulness of potassium exchange resins in con- 
trolling the level of serum potassium. 


CLINICAL NOTES 


ETHYLENE DICHLORIDE POISONING 
Roy S. Hubbs, M.D. 


and 


John J. Prusmack, M.D., Palo Alto, Calif. 


In his treatment of patients who have ingested a toxic 
substance, the physician usually knows the proper steps 
to take in his efforts to alleviate suffering and prevent 
death. This is especially true of those materials more 
commonly swallowed by mistake, accident, or with sui- 
cidal intent. Some substances have been so incompletely 
studied or are so infrequently ingested that too little is 
known, other than general procedure, of effective meth- 
ods of therapy. This is true of ethylene dichloride, a 
colorless liquid that was first prepared by four Dutch 
chemists in 1795. The substance, called “Dutch liquid” 
by its originators, was used as an anesthetic more than 
100 years ago. Largely replaced by better anesthetics, 
it is now utilized rather extensively in industry, particu- 
larly in manufacture of rubber and some insecticides. It 
is an excellent solvent and is used to a considerable ex- 
tent in hobby-craft in occupational therapy (in the unit- 
ing of pieces of plastic), particularly in hospitals for the 
treatment of mental illness. 

A review of literature on this subject reveals a number 
of articles ' on the effects of ethylene chloride and di- 
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chloride when contact occurs on living tissues. Corneal 
lesions are most frequently reported as resulting from 
inhalation by animals, though in further research with 
animals Erdmann * found lesions of the cornea following 
subcutaneous injection of ethylene chloride, and Kistler 
and Luckhardt * found corneal lesions following inser- 
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Fig. 1.—A, pulmonary hemorrhage and edema. B, fatty vacuolation of 
liver (fat appears dark in photomicrograph) (Sudan IV, » 145). 


Fig. 2.—Tubular and glomerular degeneration (hematoxylin and eosin, 
< 145). 
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tion of ethylene dichloride by stomach tube. This would” 


seem to indicate that the production of corneal lesions 
does not entirely depend upon direct contact of the 
vapor upon the eyes. Careful search of both foreign and 
domestic literature has revealed comparatively few cases 
of ingestion of ethylene dichloride by human beings. 
Most of these resulted in death. 


Fig. 3.—A, hemorrhage in gastric mucosa (hematoxylin and eosin, * 145). B, 
early toxic encephalopathy of the cerebral cortex, with prominent satellitosis (hema- 
toxylin and eosin, x 145). 


REPORT OF A CASE 


At this hospital ethylene dichloride is used in occupational 
therapy as a part of treatment for patients with mental illness. 
We had the unfortunate experience of having a patient impul- 
sively pick up a small container of ethylene dichloride and 
quickly swallow some of it, evidently thinking (as was true in 
certain other reported cases *) that the substance was an alco- 
holic drink. He was seen promptly by a physician who, judging 
by his story and the lack of signs of oral irritation and lack of 
odor on the patient’s breath, concluded that nothing had been 
swallowed. The physician therefore at first administered no 
treatment. One hour and 45 minutes later the patient became 
violently ill, fell to the floor, and was found to be in severe 
shock, with cyanosis, pulmonary edema, and light coma. Posi- 
tive pressure oxygen was administered with temporary prompt 
improvement of the patient, including lessening of the pulmo- 
nary edema and disappearance of the cyanosis. Gastric lavage 
was performed. For the next 12 hours the patient had intermit- 
tent vomiting and diarrhea, had lowered blood pressure, and 
developed severe albuminuria. Supportive measures were given, 
including the use of oxygen, blood transfusions, intravenously 
given glucose, ephedrine, cortisone, desoxycorticosterone, and 


3. Kistler, G. H., and Luckhardt, A. B.: Pharmacology of Some 
Ethylene-Halogen Compounds, Anesth. & Analg. 8: 65-74 (March-April) 
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adrenal cortical extract. In spite of treatment, the patient’s con- 
dition continued to become worse, and he died 18 hours and 45 
minutes after ingesting the ethylene dichloride. 

Gross findings at autopsy included a high degree of cyanosis 
of all fingernails. The brain weighed 1,735 gm. There were 
edema and swelling with “pressure cone” markings and con- 
gestion of intracranial vessels. The left and right lungs weighed 
540 and 500 gm. respectively. All but the anterior borders of 
the lungs were less than normally crepitant, and the cut 
surfaces of these areas were dark reddish-purple in color 
and exuded frothy reddish fluid. Such surfaces also re- 
vealed many small areas of dark red hemorrhage 2 mm. 
to | cm. in diameter. There were many petechial hemor- 
rhages on the anterior surface of and on the left and 
right borders of the heart. Similar hemorrhages were 
present in the remainder of the external aspect of the 
heart, although less marked in degree than in the specifi- 
cally mentioned areas. There were also a few petechial 
hemorrhages on the papillary muscles of the left ventricle. 
The spleen appeared normal except that the cut surface 
was darker than usual. Both the medulla and cortex of 
each kidney were also darker than usual. There were a 
few small petechial hemorrhages of the bladder serosa 
on its anterosuperior aspect, and the bladder mucosa was 
largely destroyed. The entire gastrointestinal tract, par- 
ticularly the small intestine, was dark and cyanotic in 
appearance. There were many petechial hemorrhages in 
the mucosa of the stomach and entire small intestine; 
none were seen in the large intestine. The stomach was 
greatly enlarged and its contents largely gas. 

Microscopically, the lungs showed scattered patches 
of hemorrhage and extreme vascular engorgement. In 
some areas the capillaries contained many leukocytes, 
mononuclear cells, and a fair number of large multi- 
nuclear cells resembling megakaryocytes. Many of the 
alveolar spaces were collapsed, and these in some areas 
showed abundant proteinaceous deposits (fig. 1A). The 
heart presented widespread interstitial edema, with prom- 
inence of interstitial nuclei. Cardiac vessels contained 
increased numbers of leukocytes; some were engorged 
with erythrocytes, The spleen showed congestion of the 
red pulp and a few patches of hemorrhage. The liver cells 
presented diffuse fine fatty vascuolation; cells about the 
central and sublobular veins contained larger fatty de- 
posits (fig. 1B). Inflammatory cells were scattered through- 
out the sinusoids. Branches of the portal vein and some of 
the sublobular veins were engorged. There was a mild lym- 
phocytic infiltration of some portal spaces. Both kidneys showed 
intense hyperemia throughout. The glomerular tufts presented 


Fig. 4.—Ethylene dichloride container. 
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an apparent increase of nuclel and a tendency toward thicken- 
ing of the axial portions of the basement membrane. There were 
swelling and sloughing of the capsular epithelium. Protein- 
aceous fluid was precipitated in the capsular spaces. Tubular 
changes were more prominent than glomerular. The proximal 
convoluted epithelium was severely vacuolated, markedly 
swollen, and badly frayed. The epithelium of distal segments 
showed extensive degenerative changes, including pyknosis and 
sloughing. Scattered casts were present, including pigmented, 
hyaline, and granular varieties. In one area, the distal epithelium 
was dotted with dull, faintly greenish pigment granules, presum- 
ably bile (fig. 2). The bladder epithelium was almost totally lost. 
There was generalized submucosal hyperemia. Some small 
patches of fresh hemorrhage were noted in the perimuscular 
connective tissue. The mucosal surface of the stomach was 
dotted with small patches of hemorrhage, and portions of the 
surface epithelium were missing (fig. 34). The brain showed in- 
creased oligodendroglia about the neurons in the cortex (satel- 
litosis) (fig. 3B). 
COMMENT 

It has been noted by Hueper and Smith,'* Roubal,'” 
Tenistea and Mezincescu,** Bloch,” Meurs," and Keyser * 
that ingestion of ethylene dichloride has produced some- 
what similar changes in each instance. These are some 
or all of the following changes: physical collapse, pul- 
monary congestion or edema. pneumonia, evidences of 
kidney damage, coma, and death. Lochhead and Close, 
in addition to other results, found hyperemia of the brain 
and scattered perivascular pontine hemorrhages. Garri- 
son and Leadingham ° also found areas of perivascu’ar 
hemorrhage in the brain in addition to changes in the 
jungs, spleen, pancreas, gastrointestinal tract, and liver. 
In contrast to these results from ingestion of the sub- 
stances, von Wendel '’ found hemorrhagic cystitis, hem- 
orrhagic tracheobronchitis, and pneumonia after contact 
with the vapor through the skin and lungs. In animal! ex- 
perimentation, Kistler and Luckhardt * found changes 
that took place after the intravenous injection and inser- 
tion of ethylene dichloride into the stomach by tube 
rather similar to those found in people by other observ- 
ers. They found cornea: cloudiness in one dog given the 
substance by stomach tube. Highman, Heppel, and 
Lamprey,'? working with rats, noted a high evidence ot 
fatty changes in the heart, liver, and kidneys following 
subcutaneous injection of | cc. of ethyiene dichloride 
per kilogram of weight, with a 35% mortality in 24 
hours. These workers found the mortality rate and inci- 
dence of fatty changes mentioned to be reduced by the 
immediate administration of methionine and certain 
other sulfhydryl compounds, such as dimercaprol (BAL) 
and cysteine. They gave most of these by stomach tube 
in aqueous solution or 5% suspension of acacia in iso- 
tonic sodium chloride solution, though the methionine 
was given intraperitoneally in 2% aqueous solution and 
the dimercaprol was given intramuscularly in two di- 
vided doses four hours apart, after being dissolved in 
10% benzyl benzoate in peanut oil. A noteworthy fact 
in this respect is that the protective substances were given 
atter the injection of the ethylene dichloride. 

Other studies by Heppel and others have been made 
of the toxic effects of ethylene dichloride upon living 
organisms. One of these '* has shown that methionine, 
p-aminobenzoic acid, aniline, and sulfanilamide admin- 
istered orally to mice before exposure to the vapor gave 
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definite protection from the deleterious effects of the 
substance. Another study '* showed that the sulfur-con- 
taining amino acids, L-cystine and DL-methionine, pro- 
tected young rats against death from inhalation expos- 
ures to ethylene dichloride. Nine sulfur-free amino acids 
were found to be nonprotective, while some inorganic 
sulfur-containing compounds did not give protection. 
All substances found to be protective contain the sulfhy- 
dryl group. In another study,'' it was found that in rats 
prepared with rations high in fat and low in protein, the 
mortality after inhalation exposures to ethylene dichlo- 
ride was increased, while with low fat and high protein 
intake prior to exposure the death rate was definitely 
lowered. 
CONCLUSIONS 

In our opinion, these results suggest methods of ther- 
apy in cases of persons who have swallowed ethylene di- 
chloride by accident or with suicidal intent. The giving 
of methionine, cysteine, or other sulfhydryl compounds 
appears to be helpful, particularly if it is done promptly 
after ingestion of the ethylene dichloride. Prompt gas- 
tric lavages, high colonic irrigations, intravenous admin- 
istration of glucose, and blood transfusions are indi- 
cated. Other supportive measures, such as positive pres- 
sure Oxygen, warmth, and stimulants, should be given 
when necessary. Prevention, of course, is always better 
than cure, and this may be obtained, as we have subse- 
quently done here, by keeping the ethylene dichloride in 
a small container so surrounded by basic materials that 
it can not be picked up and the contents ingested (fig. 4). 
The container is a small bottle, larger at the bottom than 
at the top, which just protrudes through a hole in the 
surrounding wooden block. The block has a hole en- 
tirely through it that is also larger at the bottom than at 
the top to permit the presence of the container. As 
shown in figure 4, the block is held to the desk by two 
metal screws.” The patient, therefore, can obtain 
ethylene dichloride only in the small amount held in a 
medicine dropper or adherent to the surface of the glass 
rod sometimes used as an applicator. 
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AMERICAN TRYPANOSOMIASIS 
(CHAGAS’ DISEASE) 


FIRST INDIGENOUS CASE IN THE UNITED STATES 


Norman C. Woody, M.D. 
and 


Hannah B. Woody, M.D., Corpus Christi, Texas 


American trypanosomiasis (Chagas’ disease )—the 
infection of man with Trypanosoma cruzi—was first de- 
scribed in 1909 by Carlos Chagas when he found the 
organism in the blood of a Brazilian child. This trypan- 
osome had been discovered previously by him in the 
intestine of a triatomid bug, and he later traced the life 
cycle of the parasite from animal reservoir hosts, via the 
triatomid, to man. In subsequent years many investiga- 
tors have added information on the distribution of the 
parasite (in animals and insects) through various parts 
of North and South America. In the course of these 
studies, naturally infected triatomids were found in Calli- 
fornia and Arizona. Similarly infected insects were found 
in Texas.'! In Texas, armadillos, opossums, mice, and 
wood rats have been shown to be naturally infected. 
Despite this association of a natural animal reservoir and 
infected insect vectors, no instance of the infection in 
man has been reported as occurring within the United 
States. The first such case is reported below. 


REPORT OF A CASE 


A 10-month-old white female child was seen on July 28, 
1955, with the complaint of fever and listlessness of 36 hours’ 
duration. The child was born on Oct. 5, 1954, and has been 
under our care since birth. The mother was well in all respects 
throughout pregnancy, and delivery was normal and at term. 
There have been no illnesses prior to the onset of the present 
symptoms. The mother and father were born and have lived 
continually in the United States, and the child has not been out 
of the state, having resided at the same address since birth. The 
home is in a newer subdivision of the city, on the edge of what 
had long been range land, heavily overgrown with mesquite and 
brush. Many opossums have been seen in the area at night. 
Some time before the child’s illness the carcass of a dead 
opossum was seen being fed upon by triatomid bugs. These 
insects, locally called blood-suckers, have been a source of 
trouble in the family home for several months, often biting 
the occupants during sleep. The control of the bugs, according 
to the father, has been difficult, since the insects feed at night 
and scurry rapidly from sight when a light is made. The father 
has been bitten several times on the arms, the bites producing 
indurated swellings of 5 to 8 cm. in diameter. The child is not 
known to have been bitten; no similar swellings suggestive of 
bites have been found upon her. 

At the time of examination the child had been having fever 
with a temperature of 101 to 103 F for 36 hours and was list- 
less and irritable. She did not appear particularly ill, however, 
and physical examination revealed nothing but irritability. A 
blood cell count showed 10,600 white blood cells per cubic milli- 
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meter, of which 78% were lymphocytes. A catheterized urine 
specimen was negative. The following day she had a temperature 
of 101 F with no change in findings. On the third day of ill- 
ness a fine macular rash was noted over the extremities and 
trunk. A tentative diagnosis of virus infection of unknown type 
(possibly infectious mononucleosis) was made, and the child was 
empirically given tetracycline (Achromycin) while we awaited 
developments. 

The mother did not report back until Aug. 8, 1955, relating 
that during the 10 day interval the child had had some slight 
fever, that irritability had persisted, and that slight puffiness of 
the eyelids had developed. Rectal temperature was 102 F, and 
there was a moderately enlarged posterior auricular node, which 
was firm, nontender, and freely movable, slight periorbital 
edema without conjunctivitis, but no other findings. The liver 
was not enlarged, the spleen was not palpable, and the heart 
seemed. normal. Hemoglobin was 11.5 gm. per 100 cc. (Sahli), 
white blood cells were 35,300 per cubic millimeter with 18% 
polymorphonuclear cells and 82% immature lymphocytes. 
Platelets were abundant. Many Gumprecht’s shadows were pres- 
ent on the smear. With such findings, leukemia was suspected 
and a more detailed study of the smear was undertaken. In the 


Photomicrographs showing typical examples of Trypanosoma cruzi in 
blood of patient with American trypanosomiasis. 


course of examining the smears several typical examples of T. 
cruzi were observed (see figure). Thick film preparations yielded 
numerous trypanosomes, and they were noted in wet film prepa- 
rations as frenetically motile animalculae. The accuracy of ihe 
identification was confirmed by Dr. John F. Pilcher, pathologist, 
of Corpus Christi, who also made the photomicrographs. 
Further confirmation was obtained from material submitted to 
Dr. Rodney Jung of the Department of Tropical Medicine, 
Tulane University School of Medicine, New Orleans. 

The subsequent clinical course of the patient has been some- 
what anticlimactic. In view of the report of Porter,’ based on 
animal studies, tetracycline therapy was resumed, and the child 
became afebrile within 48 hours. Slight periorbital edema has 
persisted. Some irritability remains. While daily checks of the 
blood continue to show trypanosomes, no hepatosplenomegaly, 
lymphadenopathy, or neurological or cardiac abnormalities have 
developed. Electrocardiograms have been normal, as have 
cardiac roentgenograms. 

COMMENT 

According to Craig and Faust,‘ “Trypanosoma cruzi 
lives in the blood as a morphologically typical trypano- 
some, in the ret:culo-endothelial cells of man and certain 
animals as a leishmania, and in the intestinal tract of 
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certain insects typically as a crithidia. In man the most 
frequent locations of the parasite are in the reticulo- 
endothelial cells of the spleen, liver, lymph-nodes, and 
the lymphatic tissues and in the cells of the heart muscle. 
In addition, the cells of striated muscle, the bone mar- 
row, the supra-renal gland, testes, ovaries and nervous 
system may be invaded.” The pathology consists essen- 
tially of destruction of tissue cells resulting from growth 
and multiplication of the organism within them; clinical 
manifestations result from such destruction. The pre- 
dominant lesions are found in heart muscle, in reticulo- 
endothelial structures, and in the nervous system. 

Two forms of American trypanosomiasis are com- 
monly described. The acute form, usually seen in young 
children, is generally pictured as lasting from 20 to 30 
days and is characterized by fever, lymphocytosis, with 
or without a leukocytosis, nonpitting edema of the lids 
and face (occasionally the entire body), due presumably 
to deposition of a mucoid material in the tissues, and 
neurological symptoms ranging from simple irritability to 
those typical of encephalitis. Trypanosomes are demon- 
strable in the blood during the acute form. The chronic 
form succeeds the acute stage in most children who sur- 
vive. It is seen also in adults, and symptoms are de- 
pendent on localization of the parasites within the tis- 
sues. Consequently, cardiac, adrenal, and neurotropic 
forms have been described. Except for periods of febrile 
exacerbations, the trypanosomes cannot be found in the 
blood in the chronic form, diagnosis being possible by 
use of complement fixation or skin tests. Xenodiagnosis, 
consisting of allowing laboratory-bred triatomids to feed 
on a suspected individual and the subsequent demonstra- 
tion of the parasite in the intestinal tract of the bug, ‘s 
an interesting method. The trypanosome is said to grow 
well on N. N. N. medium. Animal inoculation, using 
guinea pigs, hamsters, rats, mice, puppies, and kittens, is 
a practical method of recovering the organism. 


SUMMARY AND CONCLUSIONS 

The present case proves that strains of Trypanosoma 
cruzi, naturally occurring in animals and reduviid bugs 
in the vicinity of Corpus Christi, Texas, are infective for 
man; it implies that unrecognized cases are probably 
present in the area; and it emphasizes that acute Ameri- 
can trypanosomiasis (Chagas’ disease) is encountered 
in young children. The existence of unsuspected human 
carriers becomes an immediate possibility that will have 
to be reckoned with in the administration of blood trans- 
fusions. Kelser,** working in Panama, showed by means 
of complement fixation tests an incidence of 3.7% of 
unsuspected infection from a group of 1,626 persons. 
Murgatroyd ° recommends that persons from an endemic 
area not be used as blood donors unless they give nega- 
tive complement fixation tests. T. cruzi has remained 
viable in blood from acute cases as long as 257 days. 

This patient is being reported in order to alert physi- 
cians in the southwestern United States to the possibility 
of encountering American trypanosomiasis in man in 
these areas. The vague clinical manifestations in this pa- 
tient suggest that, for children living in areas where 
animal reservoirs and infected insects are known to exist, 
the diagnosis of trypanosomiasis should be considered 
whenever vague febrile illnesses are accompanied by 
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findings suggestive of myocarditis or encephalitis or 
whenever they are associated with degrees of lympho- 
cytosis reminiscent of infectious mononucleosis, infec- 
tious lymphocytosis, or leukemia. Strain differences of 
T. cruzi apparently account for observed variations of 
virulence and for organ predeliction. Such characteristics 
of the trypanosomes isolated from this child are, of 
course, as yet unknown. We have begun studies to il- 
luminate these points, to be reported at a later date. 
515 Elizabeth (Dr. N. C. Woody). 
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CARBON DISULFIDE POISONING 
REPORT OF TWO CASES 


Morris Kleinfeld, M.D. 
and 


Irving R. Tabershaw, M.D., New York 


In spite of the scarcity of reports on carbon disulfide 
poisoning in the American literature as contrasted with 
the European literature, cases of this condition do oc- 
cur in the United States. The apparently low incidence 
may be due to lesser use of this material or to better 
engineering control methods. The most cogent reason, 
however, is the probable unfamiliarity with this disease 
on the part of the general practitioner. Two recent cases 
of carbon disulfide poisoning are presented for the fol- 
lowing reasons: (1) the clinical manifestations and dif- 
ferential diagnoses are sufficiently interesting and bizarre 
to warrant description and comment, and (2) the rela- 
tionship between maximum allowable concentrations and 
the occurrence of carbon disulfide poisoning needs re- 
evaluation. 

REPORT OF CASES 

Case 1.—A 43-year-old male had as his chief complaint 
anorexia and marked paresthesias of his hands and numbness 
of his legs. The patient dated his present difficulties to an ac- 
cident that occurred in his place of employment when he was 
suddenly exposed to an excessive amount of carbon disulfide 
while attempting to repair a leaky line. Although he felt groggy 
and weak, he continued to work until late that evening. Return- 
ing home, he slept 15 hours and, upon awakening, complained 
of severe headache and marked weakness. Shortly thereafter, 
he became more listless and lethargic and two days later was 
hospitalized. 

On admission to the hospital, the patient was found to be 
markedly dehydrated and pale, with no abnormal clinical find- 
ings in his chest and abdomen. No pathological reflexes were 
elicited. There were several hemorrhagic areas in both fundi. 
There was a slightly elevated temperature. Blood pressure was 
100/70 mm. Hg. Laboratory examination revealed a moderately 
severe anemia; hemoglobin level was 5.0 gm. per 100 cc.; red 
blood cell count was 2,300,000 per cubic millimeter; hematocrit 
17%. The white blood cell count was moderately elevated 
(22,400 per cubic millimeter). The reticulocytes count was 1.5%. 
The bone marrow showed a low ratio of erythroid elements. 
Chest x-ray taken nine days after admission showed a broncho- 
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pneumonia of the lower lobe of the right lung. Stool examina- 
tion for occult blood was negative, but a gastrointestinal series 
revealed the presence of a large gastric ulcer of the lesser 
curvature. 

The patient was treated with antibiotics, blood transfusions, 
and small amounts of corticotropin (ACTH). He showed gradual 
improvement and became more alert, and his strength increased. 
His temperature returned to normal and persisted so until dis- 
charge. Repeat blood cell counts showed a hemoglobin level of 
10.6 gm. per 100 cc.; hematocrit 36%; and a white blood cell 
count of 11,900 per cubic millimeter with a normal differential 
count. A bone marrow smear two weeks after admission re- 
vealed a normal erythroid-myeloid ratio. The chest x-ray two 
days prior to discharge showed clearing of the pneumonic 
process, and he left the hospital on the 16th hospital day. Since 
discharged, the patient has not been up to par. He has had 
periods of depression, showing a lack of interest in his surround- 
ings, sexual impotency, and paresthesias in the arms and hands. 
There are no abnormal neurological reflexes. Funduscopic ex- 
amination shows no evidence of hemorrhage. He is presently 
receiving thiamine injections and vitamin Buy. 

History. —About 10 years ago the patient began to complain 
of headaches, general weakness, nausea, and inability to concen- 
trate. These were transient and would subside after he would 
leave the plant. Six years ago he began to have recurrent epi- 
gastric pain, and a gastrointestinal series showed an obsiructing 
duodenal ulcer. Three years ago he left his present employment 
for several months because of weight loss, weakness, and 
malaise. These symptoms cleared up and he returned to work. 
During the past year, the above syinptoms recurred, and he 
attributed this to an increase in the work-load. A three day rest 
period from work was insufficient to clear up his symptoms. 

Environmental History.—For the past 20 years, the patient 
has worked in a churn room of a rayon factory. During most 
of this period he was a churn operator, which involved the load- 
ing of cellulose material into and the subsequent cleaning of 
churns. Carbon disulfide is pumped into a closed overhead 
weighing tank from which it is supplied to each churn as needed. 
In the transferring and shoveling operations and in the cleaning 
of the churn, the workers are brought into close contact with 
the carbon disulfide vapors from the material. 

Case 2.—A 49-year-old male complained of numbness of 
hands, difficulty in walking, unsteadiness, double vision, loss 
of libido, impotency, temper outbursts, and depression. The 
patient asserted that his ailment first started about 10 years ago 
with intermittent numbness of the hands and subsequent impair- 
ment of his ability to do skilled movements in writing. These 
symptoms were transient, and the patient continued to work. 
About eight years ago he began to demonstrate emotional in- 
stability and forgetfulness. At the same time, he complained of 
loss of libido and sexual impotency. He also experienced easy 
fatigability and giddy sensations. These symptoms became in- 
creasingly more severe, and about four years ago his sexual 
impotency was complete. For the past four years he has ex- 
hibited marked depression, difficulty in concentration, and 
memory impairment. Three years ago, while at work, he had 
a sudden episode of diplopia and unsieadiness of gait that lasted 
about 12 hours. This unsteadiness of his gait persisted. Two 
years ago his diplopia, which still persists, returned. Hernia 
repair was done three years ago. He was hospitalized several 
times during the past few years for episodes of mental depres- 
sion. The last hospitalization occurred one year ago, and a 
recent attqmpt to rehabilitate him at a special clinic proved 
unsuccessful. 

Clinically, the patient was well developed and well nourished 
but appeared depressed and apprehensive. There was no cough, 
dyspnea, or cyanosis. The pupils were equal and regular and 
reacted to light and accommodation. There was lateral and 
vertical nystagmus of the left eye and paralysis of the left lateral 
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rectus muscle. Examination of the chest and abdomen revealed 
no abnormalities. Examination of extremities revealed bilateral 
varicosities. Neurological examination showed considerable un- 
steadiness of gait. There was marked unsteadiness of the right 
hand. Deep reflexes were hyperactive. Sensation was normal. 
Vibratory and position sense were intact. Alternating movements 
of the left leg were impaired. Funduscopic examination revealed 
“crumb-like” exudates in upper temporal quadrant of right 
retina. 

Laboratory examination showed that the red blood cell count, 
hemoglobin level, and white blood cell count and differential 
were within normal limits. The urinalysis was normal. The 
Mazzini test was negative. Chest x-ray revealed a slight left 
ventricular prominence with essentially normal lung fields. The 
only pertinent finding on the electrocardiogram was a tendency 
toward low amplitude of the Q, R, and S complexes; there 
was left deviation of the electrical axis. The patient has been 
treated by intensive therapy with vitamin B complex, thiamine, 
and androgens but has shown very little improvement. 


Environmental History.—The operations performed on this 
patient and his exposure to carbon disulfide were essentially the 
same as those of the patient described in case 1, 


COMMENT 

These cases illustrate the widespread systemic mani- 
festations that may follow exposure to carbon disulfide. 
Of particular significance are the irreversible neuropsy- 
chiatric and organic changes that can follow prolonged 
exposure to this agent. This is well exemplified in case 2. 
Although many authors feel that the clinical picture is 
usually reversible even after long exposure, it is im- 
portant to recognize that cases do occur that are re- 
fractory to all forms of therapy.! This makes it all the 
more essential to recognize the symptom complex early. 
before the toxic agent leaves its telltale effect. Both pa- 
tients showed symptoms that may be mistaken for neu- 
ralgia and neurasthenia of nonspecific origin and that 
can persist for many years before their relationship to 
the patient’s environment is discovered. Not infrequently, 
it takes a sudden acute exposure to carbon disulfide to 
focus attention on the existence of chronic symptoms. 
This is seen in case 1. 

The patient in case | revealed, in addition to the 
neuropsychiatric manifestations, severe organic changes 
that were concomitant. It is noteworthy that this indi- 
vidual had gastrointestinal symptoms that were diag- 
nosed as a gastric ulcer by x-ray. The lesion healed after 
removal of the patient from his environmental ex- 
posure, yet no causal relationship was entertained. That 
carbon disulfide may produce gastrointestinal ulceration 
is suggested by the study reported by Weise, who ana- 
lyzed the gastrointestinal symptoms in 100 workers in 
the rubber and artificial silk industries. In 14 of these 
cases, ulcer of the stomach or the duodenum was diag- 
nosed and operations were performed on several pa- 
tients. In 11 others, ulcers were suspected. The morbidity 
statistics from several large artificial silk factories indi- 
cate an incidence of stomach trouble of 17.7% from ex- 
posure to carbon disulfide, while all other textile factories 
show 2.7%. Vigliani reported 150 cases of carbon disul- 
fide toxicity, in 28 of which gastric disturbance, notably 
gastric pain, was prominent.” 

The marked anemia of the patient in case | observed 
on his last admission may have been due to the duodenal 
ulcer, in spite of the negative stools for occult blood. 
A direct effect of carbon disulfide on the bone marrow 
cannot, however, be ruled out. What is most significant 
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is the rapid healing of the ulcer after removal from his 
environmental exposure. How carbon disulfide produces 
an ulcer is speculative. There are several mechanisms 
that may be responsible: a direct effect on the gastric 
cell, increased vagal effect, or increased corticotropic ac- 
tivity. In retrospect, it would appear that the gastric ulcer 
the patient had five years ago, as well as the present duo- 
denal ulcer, may be causally related to the carbon disul- 
fide intoxication. The essential role played by a good 
occupational history in the diagnosis of this disorder is 
obvious. The very nature of the nonspecificity of the 
early symptoms resulting from low-grade exposure and 
the subsequent widespread systemic manifestations that 
may ensue make differential diagnosis difficult. Patients 
are often incorrectly thought to be suffering from chronic 
alcoholism, lead poisoning, brain tumor, multiple scle- 
rosis, and polyneuritis of other origin.* Also, in view of 
the absence of any known specific antidote against car- 
bon disulfide poisoning, the most effective therapy for 
this disorder is the early recognition and removal of the 
patient from exposure. 

The ideal goal to be sought is prevention, and this 
necessitates both medical and engineering control. The 
physician’s familiarity with the patient’s occupation and 
the exact nature of his operations will aid immeasurably 
in the total evaluation of the patient's complaints and 
clinical findings. Environmental control involves essen- 
tially effective ventilation to maintain the air concentra- 
tion of carbon disulfide vapor at safe levels. This has 
been established as 20 ppm by the American Standards 
Association, principally on the basis of clinical experi- 
ence and engineering feasibility. This standard has not 
received universal agreement. It is noteworthy that 
Lewy, evaluating the medical aspects of carbon disulfide 
toxicity in Pennsylvania, suggested 10 ppm as a safe 
limit for short-term exposures.*° Recently, Graziani and 
Pecora reported that 17 workers exposed to concentra- 
tions of approximately 2 to 4 ppm revealed a diminution 
in cholinesterase in the blood and abnormal electrocar- 
diographic changes showing slight toxic reaction to car- 
bon disulfide.” Our own investigation of the work area of 
the cases described above revealed a weighted average 
slightly in excess of 20 ppm. It is significant that 14 ad- 
ditional employees (employed less than five years) in 
this same work area complained of occasional nausea 
and headache but presented no overt evidence of poison- 
ings. The findings of other investigators * and our 
own data suggest the need for reducing the present max- 
imum allowable standard, preferably to 10 ppm. The 
improved engineering techniques now available make 
this feasible and will give workers a greater safety factor 
in handling this material. 

SUMMARY AND CONCLUSIONS 

In two cases of chronic carbon disulfide poisoning pre- 
sented, these significant aspects were noted. |. In 
one patient the diagnosis was not entertained for about 
five years; in the other, an acute, overwhelming ex- 
posure made the picture of chronic poisoning non- 
equivocal. 2. The possible causal relationship between 
chronic carbon disulfide exposure and peptic ulcera- 
tion was entertained. 3. The neuropsychiatric manifes- 
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tation in both patients predominated. Widespread sys- 
temic manifestations were also present. 4. In one pa- 
tient, the severe organ system damage was irreversi- 
ble. In view of the experiences of others and our 
own data after reevaluation of the relationship between 
maximum allowable air concentration of carbon di- 
sulfide and occurrence of poisoning, it is recommended 
that the present standard of 20 ppm be reduced to 10 
ppm to provide a greater safety factor in handling this 
material. 
80 Centre St. (13) (Dr. Kleinfeld). 


4. Johnstone, R. T.: Occupational Medicine and Industrial Hygiene, 
St. Louis, C. V. Mosby Company, 1948. 

5. Group Study: Survey of the Carbon Disulfide and Hydrogen Sul- 
fide Hazards in the Viscose Rayon Industry, Bulletin 46, Harrisburg, Pa., 
Depariment of Labor and Industry, 1938. 

6. Graziani, B., and Pecora, L.: Pathological Condition Due to Carbon 
Disulfide, Folia med. 31: 129, 1948. 

7. Group Study.° Graziani and Wood.° 
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NEW AND NONOFFICIAL REMEDIES 


Monographs and supplemental statements on drugs 
that appear in this column have been authorized by the 
Council for publication and inclusion in New and Non- 
official Remedies. They are based upon the evaluation 
of available scientific data and reports of investigations. 


R. T. STORMONT, M.D., Secretary. 


Sodium Radio-lodide (I'''), U. S. P.—Sodium radio- 
iodide is a salt in which the iodine is present as the 
radioactive isotope, iodine-131. It is obtained from the 
products of uranium fission, is essentially “carrier-free,” 
and contains only trace amounts of the naturally occur- 
ring isotope iodine-127. 

The preparation of this compound that is listed in the 
U. S. P. is Sodium Radio-lodide (1'*') Solution. 

Actions and Uses.—Sodium radio-iodide (I'*') is 
freshly prepared from the radioactive isotope, I'*'. It is 
useful for diagnostic studies in patients with suspected 
thyroid disease, for treatment of selected cases of thy- 
rotoxicosis, and, in conjunction with other agents and 
methods, for the palliative treatment of carcinoma of the 
thyroid gland and metastatic lesions arising from it. It is 
also used to detect distant metastatic growths of thyroid 
carcinoma and to determine whether intact tissue or a 
tumor mass is of thyroid origin. It may be used to induce 
hypothyroidism in euthyroid patients with angina pec- 
toris to aid in the management of that condition. 

The accumulation of radio-iodine in the thyroid gland 
probably reflects, to a large extent, the formation of di- 
iodotyrosine and thyroxine and the storage of these 
compounds in the thyroid follicle. At first, iodine may be 
present in the inorganic form (Nal), but in a short time 
it becomes protein-bound, apparently linked with the 
tyrosine radical, in the gland. Patients who have little 
or no functioning thyroid tissue, particularly with the 
clinical syndrome of myxedema, usually excrete con- 
siderably more of the diagnostic dose in the urine during 
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the first 24 to 72 hours than do normal subjects. The 
uptake of radio-iodine may be depressed by prior intake 
of stable iodine in any form or by the use of thyroid sub- 
stance or of antithyroid drugs. Among the many iodine- 
containing preparations and compounds that may con- 
tain dissociable iodine are: 
1. External iodine preparations: 
a. Ointments and solutions of iodine or iodides 
b. Tinctures of iodine or iodides 
c. lodoform gauze 
2. Internal iodine preparations: 
a. Strong iodine solution (compound iodine solution, 
Lugol's solution) 
b. Potassium iodide and potassium iodide solution 
3. Asthma, cough, and vitamin preparations containing iodine 
compounds 
4. X-ray contrast mediums: 
a. Gallbladder mediums, such as tetraiodophenolphthalein 
iodoalphionic acid, iodopanoic acid, and iophenoxic 
acid 


b. Urographic and vasographic mediums, such as sodium 
iodide, iodopyracet, sodium acetrizoate, and sodium 
iodomethamate 

c. Myelographic mediums, of both the oily and the aqueous 
type, containing iodine 

d. Cavity and sinus visualization mediums, such as sodium 
iodide and chloriodized and iodized oils 

5. Antiparasitic drugs: 
a. lodochlorhydroxyquin 
b. Diitodohydroxyquin 
6. Thyroid extract, thyroxine 
7. lodinated antithyroid drugs, such as iothiouracil sodium 


Other antithyroid drugs, particularly those of the 
thiourea series and methimazole, also influence the up- 
take of radio-iodine by thyroid tissue. The quantitative 
uptake of radio-iodine by malignant tumors of the thy- 
roid varies in accordance with many factors, including 
their histological differentiation. 

Side-effects depend upon radiation dosage range. 
None are to be expected with the doses used for diag- 
nostic tests (1 to 100 «ec [microcuries]). With the thera- 
peutic dose used in treatment of hyperthyroidism (5 
to 20 me. [millicuries}]), there may be a mild febrile 
reaction, with a slight decrease in blood leukocytes that 
returns rapidly to normal and a slight increase in sedi- 
mentation of erythrocytes. Local radiation effects (swell- 
ing and soreness) may be observed in the neck, and thy- 
roid storm or crisis may be induced in very toxic cases. 
With doses administered in thyroid cancer (30 to 100 
mc.), systemic radiation effects may be encountered, 
such as depression of hematopoiesis, as well as local 
radiation effects upon sites near functioning thyroid tis- 
sue. As with other agents that influence the thyroid, 
some direct influence on exophthalmus may be ob- 
served. Hypothyroidism is also a possible side-effect. 
Sodium radio-iodide is generally contraindicated in the 
presence of pregnancy. 

Dosage.—Sodium radio-iodide is administered orally 
or intravenously in aqueous solutions of appropriate 
concentration. It is administered orally also in the form 
of capsules, to the inner surface of which an exact 
amount of the radioisotope is fixed. It should be em- 
phasized that there is always a difference between the 
dosage administered and the amount taken up by the 


J.A.M.A., Oct. 15, 1955 


gland and that dosage is subject to variation in accord- 
ance with the age and condition of the patient. As a diag- 
nostic agent for tracer and uptake studies, the dosage 
ranges from | to 50 pe. For diagnostic studies of aber- 
rant thyroid tissue, outline scanning of the thyroid, and 
localization of metastases, the tracer dose may be as 
much as 100 pe or more. 

The therapeutic dose is usually calculated after a 
diagnostic test to determine the percentage absorbed by 
the gland in a specified time, such as 24 hours. For the 
treatment of thyrotoxicosis, a single or fractional dose 
procedure may be used. With an estimated uptake of 
about 70%, a single dose administered is usually 105 to 
180 pe per estimated gram of thyroid tissue, so as to pro- 
vide a retained dose of about 75 to 125 mc. Accurate 
estimate of the amount of thyroid tissue may be difficult 
and should be considered carefully to avoid error in 
the calculation of dosage. In the majority of patients, 
the total therapeutic single dose should not exceed 8 mc. 
Any further dosage usually is not considered before 6 
months has elapsed. If the fractional method of dosage 
is used, the initial dose is considerably less and the 
usual interval between doses is about 6 weeks to 2 
months. 

To induce hypothyroidism in the management of 
euthyroid angina pectoris, the isotope is administered 
orally either as a single dose of about 20 mc. or weekly 
in doses of about 6 mc. each for 5 weeks. After either 
method, further treatment may be given after an in- 
terval of not less than 60 days when additional antithy- 
roid therapy is required. 

Since the treatment of thyroid carcinoma and metas- 
tases is unique for each case, no information on the 
dosage for these conditions is included. 

The decay in radioactivity of solutions, based on the 
half-life of the radioisotope, makes it necessary to cor- 
rect the labeled potency immediately prior to use, in ac- 
cordance with the time that has elapsed after the spe- 
cified assay. A table of correction factors and a graphic 
chart are available to permit reasonably accurate re- 
calculation of potency in terms of the dosage volume of 
solutions of various concentrations. Oral capsules are 
provided in dosage units that take into account the 
radioactive decay of the isotope. 


Abbott Laboratories cooperated by furnishing scientific data to aid in 
the evaluation of sodium radio-iodide. 


Aminopterin Sodium. — — M.W. 
484.40.—Sodium 4-amino-pteroylglutamate.—Sodium 
tamate.—The structural formula of aminopterin sodium 
may be represented as follows: 
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Actions and Uses.—Aminopterin sodium, a chemical 
derivative of folic acid, is said to “block” the action of 
the latter agent. In experimental animals it interferes 
with the conversion of folic acid to an active metabolite 
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called citrovorum factor that is utilized for growth by the 
bacterial species Leuconostoc citrovorum. Aminopterin 
sodium depresses hematopoiesis and may exert a general 
toxic effect on all reticuloendothelial tissue. It is not yet 
clear whether its suppression of hematopoiesis is chiefly 
the result of folic acid antagonism or a systemic toxic 
action. It is thought that altered metabolism of folic 
acid may play a role in hematopoietic disorders charac- 
terized by excessive or disorderly proliferation of blood 
cells or their precursors. 

Aminopterin sodium is indicated only for the treat- 
ment of acute leukemia in children. It has produced 
temporary remission and appears to have increased sur- 
vival time in acute leukemia of childhood for periods 
ranging from weeks to two years. Following therapy the 
hematological picture, as reflected in blood and bone 
marrow smears, is frequently almost indistinguishable 
from normal and persists for varying periods. The great- 
est effect has been observed in acute leukemia character- 
ized by immature (blast) cell forms in the bone marrow 
or blood. Aminopterin sodium is not recommended for 
the treatment of leukemia in adults because it fre- 
quently produces no results. The drug has a powerful 
lethal action on embryonic tissue and should not be 
used in patients known to be, or suspected of being, 
pregnant. 

Aminopterin sodium may produce irreversible de- 
pression of all blood cellular elements. In general, its 
toxicity is in direct proportion to the dose given. Con- 
stant supervision is essential. The drug should be dis- 
continued if any of the following signs appear: ulcera- 
tion of buccal mucosa, gastrointestinal ulceration and 
bleeding, diarrhea, rapid fall in blood leukocyte count, 
bone marrow depression primarily of the leukocyte 
series, hemorrhage at any site, or alopecia. The drug 
should not be prescribed without adequate facilities for 
repeated laboratory examination of the blood and bone 
marrow and clinical observation of the patient. White 
blood cell counts should be performed daily during the 
first month of therapy and three times a week thereafter; 
complete blood cell counts should be performed weekly 
and bone marrow punctures weekly to monthly. Bleed- 
ing and coagulation times and blood grouping and typing 
should be performed initially in anticipation of transfu- 
sion or surgery that also may be indicated. 


Dosage.—Aminopterin sodium should be adminis- 
tered orally. For infants the dosage is 0.25 mg. and for 
children 0.5 mg., given three to six times weekly de- 
pending on the severity of the disease. It should be ad- 
ministered over a period of three weeks or more until 
bone marrow function becomes normal or signs of toxic 
reaction appear. Normal bone marrow function is con- 
sidered to be indicated by a smear that reveals not more 
than 20% blast cells and lymphocytes. If there are toxic 
reactions, therapy should be stopped for 7 to 10 days; 
after toxic signs subside, it may be resumed at a 
somewhat lower dosage and continued until a clinical 
remission occurs and/or bone marrow returns to normal 
function. In the absence of a remission, and when the 
patient’s condition remains reasonably good, therapy 
may be continued for two months or more at increased 
dosage, even to the point of mild toxicity, in an effort 
to obtain a remission. When the bone marrow returns 
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to normal function, the patient may be continued on 
maintenance dosage, or treatment may be discontinued. 
If therapy is intermittent, sternal marrow aspiration 
should be performed every two weeks, as it is only by 
means of bone marrow studies that the earliest sign of 
relapse may be detected. Therapy then can be reinsti- 
tuted before clinical deterioration appears. 

Lederle Laboratories Division, American Cyanamid Company, co- 
operated by furnishing scientific data to aid in the evaluation of aminop- 
terin sodium. 

Diatrizoate Sodium. — C,,H.Il,.No.NaO,. — M.W. 
635.92. — Sodium 3,5-diacetamido-2,4,6-triodobenzo- 
ate.—The structural formula of diatrizoate sodium may 
be represented as follows: 


C-0 Na 


CH,C-N- -N-C CHs 
H +t 4H 

Actions and Uses.—Diatrizoate sodium is a water- 
soluble organic iodine compound suitable for use as a 
roentgenographic contrast medium in intravenous (ex- 
cretory) urography. When injected intravenously, the 
agent is transported rapidly to the kidneys where it is 
excreted unchanged in the urine. When kidney function 
is normal, elimination begins almost immediately so that 
suitable x-ray shadows often can be obtained within 5 
minutes after injection. With impaired renal function 
and delayed excretion, adequate shadows may not be 
obtainable until after 30 minutes or more. The time of 
appearance of suitable shadows also is influenced by the 
adequacy of preparation of the patient and the tech- 
nique of injection. 

Diatrizoate sodium should be used with the same 
precautions as for other organic iodine compounds and 
likewise is contraindicated in severe liver disorders and 
in advanced renal impairment with severe uremia. It 
should be used with caution, if at all, in patients with 
a history of allergy, especially those sensitive to iodine 
in any form, and caution also is advisable in patients with 
hyperthyroidism, hypertension, or active tuberculosis. 
Studies so far indicate that the agent produces a mini- 
mum incidence of minor side-effects and rarely pro- 
duces severe vascular reactions. For the management of 
severe reactions, see the general statement in N. N. R. 
1955 on water-soluble organic iodine compounds for 
roentgenography. 

Dosage.—For excretory urography, diatrizoate so- 
dium is administered by intravenous injection of a 50% 
solution. One cc. of this solution is used as a test dose 
for sensitivity. Crystals may form if the solution is cool 
but readily redissolve when warmed. After appropriate 
preliminary preparation of the patient the evening before 
examination and after examination of a. “scout” film 
exposed immediately prior to injection to rule out con- 
fusing gas shadows, 30 cc. of a 50% solution, adminis- 
tered over a period of | to 3 minutes, usually is suffi- 
cient for visualization of the urinary tract on film exposed 
either 5, 10, or 15 minutes after injection. Compression 
of the bladder prior to injection may facilitate adequate 
filling of the pelves and ureters. 


Winthrop-Stearns, Inc., cooperated by furnishing scientific data to 
aid in the evaluation of diatrizoate sodium, 
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STATUS OF SURGERY FOR ASTHMA 


There have been essentially four surgical procedures 
recommended for the treatment of bronchial asthma. 
First, there is the removal of localized destroyed areas of 
lung plusneurectomy.' Next, there has been the treatment 
of patients proved to be essentially totally epinephrine- 
resistant by carrying out an upper dorsal sympathectomy, 
unilateral or bilateral, in order to resensitize the patient 
to the effect of his own circulating epinephrine. This was 
described in detail by Carr.” Pulmonary vagotomy is rec- 
ommended by Rienhoff and Gay.’ Blades * described a 
combined denervation procedure removing the pulmo- 
nary plexus incorporating excision of both sympathetic 
and parasympathetic pulmonary denervation. 

Follow-up studies on the long-term results of surgical 
treatment for asthma have been generally disappointing. 
Long-term follow-up of postganglionic dorsal sympa- 
thectomy in the patients proved preoperatively to be dis- 
tinctly epinephrine-resistant has shown satisfactory per- 
sistent response to the surgical procedure.* Vagotomy 
alone and combined denervation in the form of plexec- 
tomy have usually produced from six months to one year 
of beneficial results followed by a complete return of 
symptoms. Long-term follow-up" suggests surgery is use- 
ful if there is a localized destructive area of bronchiec- 
tasis with associated asthma in a patient whose attacks 
originated resultant to infection and whose recurrences 
parallel episodes of infection. Long-term cure can be 
expected by complete excision of the destroyed tissue 
plus denervation in the form of high transection of the 
vagus nerve just below the level of the recurrent laryn- 


1. Abbott, O. A.: The Recent Advances in Surgery of the Autonomic 
Nervous System, Maryland M. J. 2: 3-24 (Jan.) 1953. 

2. Carr, D., and Chandler, H.: Dorsal Sympathetic Ganglionectomy 
for Intractable Asthma, J. Thoracic Sure. 17: 1-12 (Feb.) 1948. 

3. Rienhoff, W. F., Jr... and Gay, L. N.: Treatment of Intractable 
Bronchial Asthma by Biiateral Resection of Posterior Pulmonary Plexus, 
Arch. Surg. 37: 456-459 (Sept.) 1938. 

4. Blades, B.; Beattie, E. J., Jr., and Elias, W. S.: Surgical Treat- 
ment of Intractable Asthma, J. Thoracic Surg. 20: 584-591 (Oct.) 1950. 

5. Carr, D.: Personal communication to the author. 

6. Abbott, O. A.: Present Concepts Relative to Autonomic Nerve 
Surgery in the Treatment of Pulmonary Disease, Am. J. Surg. 90; 479- 
489 (Sept.) 1955. 

7. Abbott, O. A.; Van Fleit, W. E.; Duschesne, E. R., and Roberto, 
A. E.: Studies upon the Physiological Function of the Human Vagus 
Nerve in Various Pathological States, J. Thoracic Surg., to be published. 

8. Abbott, O. A.; Hopkins, W. A., and Guilfoil, P. H.: Therapeutic 
Status of Pulmonary Autonomic Nerve Surgery, J. Thoracic Surg. 20: 
$71-583 (Oct.) 1950. 

1. Ronald. K. W.: Drowning, Brit. M. ). 2: 155-160 (July 16) 1955. 
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geal nerve with excision of all branches going from the 
recurrent laryngeal nerve to the involved bronchial tree.® 
In a patient in whom an entire lung is destroyed and 
function tests show essentially no oxygen uptake by this 
organ, total pneumonectomy without associated denerva- 
tion has produced permanent cure. 

The basic principle involved in the present status of 
surgery for asthma is that denervated muscle can still 
present severe degrees of contraction in response to the 
appropriate allergen after denervation. Therefore, dener- 
vation procedures must be accompanied by total re- 
moval of the offending allergen, whether it be intrinsic 
or extrinsic. The situation of complete epinephrine re- 
sistance is seldom seen in bronchial asthma but, when 
present, should bring up serious consideration of the 
approach outlined by Carr; namely, dorsal sympathec- 
tomy. Unless epinephrine resistance is shown to be pres- 
ent in these patients, the sympathetic nervous system to 
the lung should not be tampered with.* Complete pulmo- 
nary vagotomy releases the bronchopulmonary tree from 
bronchospasm of neurogenic origin. Permanent complete 
vagotomy to the lung is not obtained by resection of the 
pulmonary plexus and requires complete transection of 
the vagus nerve by the method described above. The sur- 
gical treatment of bronchial asthma should only be con- 
sidered as a last resort, except in persons with an obvious 
origin of asthma in response to bronchopulmonary in- 
fection. Demonstrable localized destroyed areas of the 
bronchopu!monary tree may act as trigger mechanisms.* 
It is advisable that all patients with bronchial asthma be 
considered for bronchoscopy to rule out bronchial ulcer 
as a cause for their disease as well as to eliminate such 
possibilities as neoplasms and stricture, which can pro- 
duce wheezing. 


DROWNING 


Throughout most of the world drowning is a problem 
with which the public and the medical profession must 
cope. Warnings are issued to swimmers, waders, camp- 
ers, fishermen, and others, but this does not prevent 
death from occurring frequently. Many studies have been 
made of artificial respiration but comparatively few of 
the physiology of drowning. As has been pointed out 
elsewhere,' this is important until more is learned about 
this method of dying. Until then the most important act 
is the immediate initiation and unceasing continuation of 
artificial respiration. Other procedures are secondary 
and should be implemented only as they can without in- 
terference with the artificial respiration. While the air- 
way must be watched, any elaborate or unnecessary pro- 
cedures will lessen the chance of survival. In view of the 
stimulus given to underwater swimming during and since 
World War II, it is hoped that research on drowning will 
be conducted extensively and the reports published with- 
out delay. There are few things in life that offer more at- 
traction and at the same time more danger than bodies 
of water. Young and old, experienced swimmer and non- 
swimmer, in fact all, are likely subjects for drowning—- 
and the water does not have to be deep. 
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ANNUAL A. M. A. MEETING IN CHICAGO 
JUNE 11-15, 1956 


The Annual Meeting of the American Medical Asso- 
ciation will be held in Chicago, June 11-15, 1956, with 
a complete program of lectures, television, motion pic- 
tures, and scientific exhibits. The lecture program for 
each section is prepared by the section secretary, and 
prospective participants should communicate as soon as 
possible with the secretary of the section before which 
they hope to read a paper. 

Application blanks for space in the Scientific Exhibit 
are now available. Applications for space close on Jan. 
9, 1956, but early application is encouraged. Blanks 
may be obtained from section representatives to the 
Scientific Exhibit or from the Secretary, Council on 
Scientific Assembly, American Medical Association, 535 
N. Dearborn St., Chicago 10, III. 


Following are the secretaries and representatives to 
the Scientific Exhibit from the various sections: 


Anesthesiology 

Secretary—Daniel C. Moore, M.D., 1118 Ninth Ave., 
Seattle 1. 

Exhibit Representative—Scott M. Smith, M.D., 910 
Medical Arts Bldg., Salt Lake City 1. 
Dermatology 

Secretary—Clarence S. Livingood. M.D., Henry Ford 
Hospital, Detroit 2. 

Exhibit Representative—Samuel M. Bluefarb, M.D., 
30 N. Michigan Ave., Chicago 2. 


Diseases of the Chest 

Secretary—John F. Briggs, M.D., 350 St. Peter St., 

St. Paul 2. 

Exhibit Representative—Edwin R. Levine, M.D., 109 

N. Wabash Ave., Chicago 2. 

Experimental Medicine and Therapeutics 

Secretary—George E. Burch, M.D., 1430 Tulane Ave., 
New Orleans 12. 

Exhibit Representative—Joseph F. Ross, M.D., Uni- 
versity of California Medical Center, Los 
Angeles 24. 

Gastroenterology and Proctology 

Secretary—Everett D. Kiefer, M.D., 605 Common- 
wealth Ave., Boston 15. 

Exhibit Representatives—William H. Dearing, M.D., 
102 Second Ave., S. W., Rochester, Minn.; Willard 
H. Bernhoft, M.D., 537 Delaware Ave., Buffalo 2. 

General Practice 

Secretary—E. I. Baumgartner, M.D., 25 Alder St., 
Oakland, Md. 

Exhibit Representative—Charles E. McArthur, M.D., 
1934 E. Fourth Ave., Olympia, Wash. 

Internal Medicine 


Secretary—A. Carlton Ernstene, M.D., 2020 E. 93rd 
St., Cleveland 6. 


9 


ORGANIZATION SECTION 


Exhibit Representative—Henry T. Ricketts, M.D., 950 
E. 59th St., Chicago 37. 

Laryngology, Otelogy and Rhinology 

Secretary—Hugh A. Kuhn, M.D., 112 Rimbach St., 
Hammond, Ind. 

Exhibit Representative-—-Walter E. Heck, M.D., Stan- 
ford University Hospitals, San Francisco 15. 

Military Medicine 

Secretary—Capt. Cecil L. Andrews, M.C., U.S.N., 
Bureau of Medicine and Surgery, Department of 
the Navy, Washington 25, D. C. 

Exhibit Representative—Capt. Robert V. Schultz, M.C., 
U.S.N., Bureau of Medicine and Surgery, Depart- 
ment of the Navy, Washington 25, D. C. 


Nervous and Mental Diseases 

Secretary—Karl O. Von Hagen, M.D., 2010 Wilshire 
Blvd., Los Angeles 57. 

Exhibit Representative—G. Wilse Robinson Jr., M.D., 
2625 W. Paseo, Kansas City 8, Mo. 


Obstetrics and Gynecology 

Secretary—D. Frank Kaltreider, M.D., University Hos- 
pital, Baltimore 1. 

Exhibit Representative—Frederick H. Falls, M.D., P. O. 
Box 47, River Forest, Ill. 


Ophthalmology 

Secretary—Harold G. Scheie, M.D., 313 S. 17th St., 
Philadelphia 3. 

Exhibit Representative—Frank W. Newell, M.D., 950 
E. 59th St., Chicago 37. 

Orthopedic Surgery 

Secretary—Frederick R. Thompson, M.D.. 16 E. 90th 
St., New York 28. 

Exhibit Representative—J. Vernon Luck. M.D., 1930 
Wilshire Blvd., Los Angeles 57. 


Pathology and Physiology 

Secretary—Edwin F. Hirsch, M.D., 1439 S. Michigan 
Ave., Chicago $5. 

Exhibit Representative—Frank B. Queen, M.D., 3181 
S.W. Sam Jackson Park Rd.. Portland 1, Ore. 

Pediatrics 

Secretary—Wyman C. C. Cole Sr., M.D., 3001 W. 
Grand Blvd., De*roit 2. 

Exhibit Representative—-F. Thomas Mitchell, M.D, 
Le Bonheur Children’s Hospital. Memphis 5, Tenn. 


Physical Medicine 

Secretary—Walter J. Zeiter, M.D., 2020 E. 93rd St., 
Cleveland 6. 

Exhibit Representative—Donald A. Covalt, M.D., 400 
E. 34th St., New York 16. 


Preventive and Industrial Medicine and Public Health 

Secretary—Frank Princi, M.D., University of Cincin- 
nati College of Medicine, Cincinnati 19. 

Exhibit Representative—Paul A. Davis, M.D., 633 E. 
Market St., Akron 4, Ohio. 
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Radiology 

Secretary—Traian Leucutia, M.D., Harper Hospital, 
Detroit 1. 

Exhibit Representative—Richard H. Chamberlain, 
M.D., 3400 Spruce St., Philadelphia 4. 

Surgery, General and Abdominal 

Secretary—Walter G. Maddock, M.D., 250 E. Superior 
St., Chicago 11. 

Exhibit Representative—John H. Mulholland, M.D., 
550 First Ave., New York 16. 


Urology 


Secretary—Thomas A. Morrissey, M.D., 40 E. 61st St., 
New York 21. 

Exhibit Representative—Milton M. Coplan, M.D., 550 
Brickell Ave., Miami 32, Fla. 


JOINT COMMISSION ON ACCREDITATION 
OF HOSPITALS 


Questions and Answers 


In order to aid a better understanding of the activities 
of the Joint Commission on Accreditation of Hospitals, 
the commission has provided the following questions and 
answers. Physicians and others interested in having their 
questions answered in THE JOURNAL may send them to 
the Editor of THE JOURNAL for referral to the commis- 
sion or direct to Dr. Kenneth B. Babcock, Director of 
the Commission, 660 N. Rush St., Chicago 11. 


QUESTION.—Does the Joint Commission on Accredita- 
tion of Hospitals approve of the use of “short forms” 
for medical records? M.D., Virginia. 


ANSWER.—Short form medical record formats are ac- 
ceptable under certain circumstances. These abbrevi- 
ated forms may be used for admissions of 48 hours or 
less when these admissions are for minor conditions. The 
conditions in which such forms can be utilized should be 
delineated in the rules and regulations of the hospital 
staff. As a rule, such conditions include cystoscopic ex- 
aminations, dilation and curettage, simple fractures, ton- 
sillectomies, removal of sebaceous cysts, and similar pro- 
cedures. Obviously, many others may be included. It 
should be emphasized that any major condition, irre- 
spective of the time of hospitalization, must have a com- 
plete and full medical record. In any instance, the in- 
formation on the record must be sufficient to substantiate 
the diagnosis and justify the treatment. The determina- 
tion of those conditions that should have had a complete 
record rests with the medical records committee of the 
staff. 


QUESTION.—We have an application for staff member- 
ship from a graduate of a medical school that was not 
approved at the time the applicant’s degree was 
granted. The credentials committee believes him 
worthy of staff appointment, but our bylaws state the 
staff must be graduates of “approved” schools. What 
should our course be? M.D., Massachusetts. 


ANSWER.—Amend the staff bylaws. The model by- 
laws of the Joint Commission on Accreditation of Hospi- 
tals now state that a graduate be from an approved or 
recognized school of medicine with an M.D. or M.B. 
degree, etc. There are many worthy graduates from 
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schools either in this country or in foreign lands who 
would be denied hospital privileges under the restricted 
wording. The word recognized implies recognition by 
the board of examiners of the individual state involved. 
An M.D. licensed by the state and eligible for member- 
ship in the local medical society is considered acceptable 
to the Joint Commission on Accreditation of Hospitals if 
the credentials committee of the hospital has evaluated 
him thoroughly and recommended staff appointment. 
Many are familiar with the Gallup Plan of Massachu- 
setts, which was promulgated for physicians from non- 
approved schools. These physicians work under super- 
vision for varying lengths of time depending upon dem- 
onstrated ability. This plan has functioned very well. 


QuESTION.—What are the recommendations of the Joint 
Commission on Accreditation of Hospitals regarding 
signatures and/or initials on a clinical chart? What 
about a rubber stamp? M.D., California. 


ANSWER.—First of all, initials are as valid as a full 
signature in court or any place, providing that the initials 
can be identified as belonging to the physician involved. 
The physician should be consistent and not sign his full 
name one time and initial the next time. Only use one or 
the other as your means of authenticating the clinical 
entries on a chart. Using a full signature many times can 
become an irritating chore. There is no reason why a 
legible first or last initial used consistently is not suffi- 
cient. If a physician wishes to use a rubber stamp the 
commission has no objection. The physician should 
place in the hands of the hospital administration a signed 
statement to the fact that he is the only person who will 
have possession of the stamp and is the only one who 
will use it. A rubber stamp is most commonly used by a 
pathologist or radiologist for signature purposes. The 
use of the rubber stamp for the physician by his office 
nurse or secretary is not condoned, and its promiscuous 
use could lead to trouble. A court would not accept a 
rubber stamp signature if it could be proved that it was 
used by other than the person whose name it bore. 


QUESTION.—Will a hospital be given demerits by the 
commission on the scoring report if it is found that 
nurses’ aides or practical nurses are being used by a 
hospital as the “scrub” nurse or clean nurse? 

M.D., Pennsylvania. 


ANSWER.—The work of a “scrub” nurse or clean 
nurse is considered to be mostly mechanical, and it is 
not necessary to use a graduate nurse in this capacity. 
This was proved by the armed services during the last 
war; they trained corpsmen or technicians to do this 
work, and they did a wonderful job. With the shortage 
of graduate nurses still critical, hospitals can alleviate 
the situation by training ancillary personnel to do some 
of the mechanics of nursing like those duties performed 
in operating rooms and nurseries. Never forget, how- 
ever, that such persons must always be supervised by a 
trained graduate nurse. 


QUESTION.—Some of our staff physicians want to in- 
terpret the electrocardiographic examinations per- 
formed on their own patients. What is the recom- 
mendation of the Joint Commission on Accreditation 

Internist, Ohio. 


of Hospitals in this respect? 
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ANSWER.—The interpretation of an electrocardio- 
graphic examination is much like any other work per- 
formed in the hospital. It is a privilege that should be 
granted to a physician or physicians by the credentials 
committee of the medical staff, taking into account the 
applicant’s training, qualifications, experience, and dem- 
onstrated ability. There is no doubt that the value of 
such a test diminishes considerably if it is “read” by un- 
qualified personnel. The interpreter’s signed report 
should be a part of the patient's chart and part of the 
record. It is the privilege of the physician on the case to 
express any opinion or comment on the electrocardio- 
gram in the progress notes if he so desires. 


QUESTION.—I/s a cancer registry necessary in order that 
our hospital be approved? We have been told it is a 
requirement. M.D., Indiana. 


ANSWER.—No. The commission does not require a 
cancer clinic or a cancer registry in a hospital that is 
seeking accreditation. A firm selling printed forms for 
use as cancer registers has been guilty of making a mis- 
statement concerning this matter. The correct statement 
should have been, “Those hospitals having cancer clinics 
and desiring American College of Surgeons approval for 
same must have, among other requirements, a cancer 
registry.” This is a requirement of the College of Sur- 
geons in their special program and has no bearing on 
accreditation by the commission. 


MEDICAL STAFF MEETINGS 


The following information concerning medical staff 
meetings is reproduced from the August bulletin of the 
Joint Commission on Accreditation of Hospitals, 660 N. 
Rush St., Chicago; Kenneth B. Babcock, M.D., director, 


Medical Staff Meetings Are Important! 


From the start of the American College of Surgeons 
Hospital Standardization Program in 1920, the holding 
of regular medical staff meetings has been one of the 
standards on which approval of a hospital has been 
based. In accepting the Standards for Hospital Accredi- 
tation established by the College, the Joint Commission 
on Accreditation of Hospitals endorsed this principle 
as sound and essential for good patient care. 


The sole purpose of hospital medical staff meetings 
is to improve the quality of patient care by means of a 
critical review and evaluation of the work of the pro- 
fessional staff. This analysis must be done by the medical 
staff which should meet at frequent and regular intervals 
to accomplish this purpose. 

Recognizing that differences exist in hospitals because 
of size, location, and medical staff organization, hospitals 
have a choice of one of the three following methods of 
fulfilling the medical staff meeting requirement: 


1. Monthly Meetings of the Entire Active Medical Staff. 

This method is particularly suited in the hospital of less than 
seventy-five beds which is not departmentalized. It is also well 
suited in the hospital where the medical staff is small and is 
organized to function as a committee of the whole. 

2. Monthly Departmental Meetings and Quarterly Meetings of 
the Entire Active Staff. 

This method may be adopted when a hospital is well or- 
ganized and departmentalized, and when it has been found to 
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be more effective than Choice 1 for adequate and efficient review 

of the work of the staff. More frequent departmental meetings 

will depend upon the size of the hospital and the number of 
patients treated. Many hospitals have found it advisable to hold 
weekly departmental meetings. 

» Monthly or More Frequent Review of the Clinical Work by 
the Medical Records and Tissue Committee (or by an Audit 
Committee which combines the functions of these two com- 
mittees), Plus Monthly Meetings of the Executive Committee 
of the Medical Staff and Quarterly Meetings of the Entire 
Active Medical Staff. 

If conscientiously carried out, this method is very effective 
in evaluating the quality of patient care. 


w 


Experience has shown that one of these three patterns 
of medical staff meetings will fit any hospital seeking ac- 
creditation, whether it be small or large, rural or urban, 
affiliated with a medical school or not. 

There has been some confusion and misunderstand- 
ing among the medical profession and hospitals con- 
cerning the following aspects of hospital medical staff 
meetings: 

1. Frequency and Regularity of Meetings. The regular 
monthly meetings as described in Choices 1, 2, or 3 with not 
less than twelve in each calendar year, are necessary for ade- 
quate and effective evaluation of patient care. This means that 
such meetings should be held during the summer vacation 
months, for patients are treated in the hospital during these 
periods and their care should be evaluated. 

2. Multiplicity of Meetings. Numerous complaints have been 
voiced by the medical profession concerning the hardship of 
forced attendance at medical staff meetings of several hospitals 
to which they have appointments. This occurs because many 
physicians accept an impracticable multiplicity of active staff 
memberships. There is a growing feeling among the practicing 
profession that a physician should limit his active staff appoint- 
ments to no more than two hospitals in order that he may best 
serve his patients and conserve his time and energy. If additional 
hospital facilities are desired by the physician, he may accept 
an associate, consulting, or courtesy staff appointment. Adminis- 
trations of hospitals should cooperate with the medical pro- 
fession by making beds readily available to physicians with other 
than active staff appointments. 

3. Combined Hospital Medical Staff Meetings. In certain 
areas where the medical staff of two or more hospitals are 
identical, there may be a desire to combine the monthly staff 
meetings of the several hospitals into one time-saving meeting. 
This is not acceptable, for it defeats the prime objective of a 
medical staff meeting, the evaluation of the care given patients 
in a particular hospital. 

4. Attendance at Meetings. Adequate and effective participa- 
tion in the evaluation of patient care requires regular, conscien- 
tious attendance at meetings of the active medical staff, depart- 
ments or committees. It is expected that members of the active 
medical staffs shall attend at least seventy-five per cent of these 
official meetings, unless excused by the Executive Committee of 
the medical staff for such exceptional conditions as sickness, ab- 
sence from the community or because of medical emergencies. 

5. The Standard of the Commission on the attendance of 
staff meetings pertains to the active medical staff members. It 
is the decision of the local hospital staff whether the attendance 
of associate staff members is required. 

6. Departmenial meetings and clinicopathologic conferences 
are not required by the Commission, although highly desirable 
and recommended. These are requirements of the Council on 
Medical Education and Hospitals of the American Medical 
Association for training programs. 

Remember, the requirement for medical staff meet- 
ings of the Commission are minimum for quality patient 
care. Many hospital staffs exceed these requirements and 
for this they should be commended. 
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MEDICINE AND THE LAW 


The Judicial Council has authorized the publication 
of the following opinions. These opinions, and others 
approved by the Judicial Council, will be published in 
“Medicine and the Law.” These opinions will eventu- 
ally be compiled and published separately as annotations 
to the Principles of Medical Ethics. 


Question: A member of the American Medical Asso- 
ciation has asked: May I indicate the location of my 
office, the nature of my practice, my office hours, and 
the like by the use of a sign located in the lobby of the 
building in which my offices are located? 


Opinion: Chapter I, section 4 of the Principles of 
Medical Ethics proscribes the solicitation of patients, di- 
rectly or indirectly, and points out that the most worthy 
and effective advertising is the establishment of a well- 
merited reputation for professional ability and fidelity. 
It states that “disregard of local customs and offenses 
against recognized ideals are unethical.” It is the 
opinion of the Judicial Council that local customs vary 
from community to community, and therefore it is the 
obligation of the component medical society to deter- 
mine whether in a given locality the use of such a sign 
would be an affront to the ideals of the community and 
bring discredit to the profession. It is the further opinion 
of the Council that both the physician who contemplates 
the use of such advertising and his component society 
should fully observe the precept of Chapter III, section 1 
of the Principles, “A physician is expected to uphold the 
dignity and honor of his profession.” 


Question: A member of the American Medical Asso- 
ciation has asked: I rendered professional service to a 
colleague who has medical care insurance. That col- 
league has offered me the insurance benefit he received 
to reimburse me for my expenses. May I ethically accept 
this remuneration? 


Opinion: Chapter IV, sections 1 and 2 of the Prin- 
ciples state that a physician should cheerfully and with- 
out recompense give his professional services to physi- 
cians or their dependents. These sections recognize, 
however, that such services may take the attending phy- 
sician away from his accustomed field of practice and 
cause him pecuniary loss. They provide, therefore, that 
if the physician who received medical care is in easy 
financial circumstances he may offer compensation to 
the physician who attended him for traveling expenses, 
which compensation may include an amount to provide 
in part for loss of time away from accustomed practice. 
The Judicial Council in its report to the House of Dele- 
gates at its Los Angeles, 1951, session stated, “If a phy- 
sician or his dependents have insurance providing for 
medical or surgical care, then, in the opinion of the 
Council, a physician who renders such service may ac- 
cept the insurance benefits without violating the pro- 
visions of Chapter III [now Chapter IV], sections | and 
2 of the Principles.” The Council reaffirms its 1951 
statement. 
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Question: A member of the American Medical Asso- 
ciation has asked: May I ethically obligate myself to 
render professional medical service for a fee that will be 
contingent upon the success or failure of litigation in 
which my professional services will play a part? 


Opinion: Chapter I, section 6 of the Principles of 
Medical Ethics provides that remuneration received for 
professional services rendered the patient should be in 
the form and amount specifically announced to the pa- 
tient at the time the service is rendered, or in the form of 
a subsequent statement. It is the opinion of the Judicial 
Council that the contracting for, or acceptance of, a con- 
tingent fee by a doctor, which is based on the outcome 
of litigation, whether settled or adjudicated, is unethical. 
The Judicial Council would point out that the laborer is 
worthy of his hire and that the physician, having only his 
services to sell, has an obligation to place a fair value on 
those services. Ethically this value should be based upon 
the value of the service rendered by the physician to the 
patient and not upon the uncertain outcome of a con- 
tingency that does not in any way relate to the value of 
the service. Furthermore, the Council is of the opinion 
that the physician’s obligation to uphold the dignity and 
honor of his profession precludes him from entering into 
an arrangement of this nature because, if a fee is con- 
tingent upon the successful outcome of a claim, there is 
the ever-present danger that the physician may become 
less of a healer and more of an advocate—a situation that 
does not uphold the dignity of the profession of medi- 
cine. 


PUBLIC RELATIONS 


Public Attitudes About Physicians and 
Medical Care 


Although random shots in the dark sometimes hit the 
mark, a clearly illuminated objective is a lot easier to 
hit. This is particularly true in public relations activities. 
If you know where to aim, you will come a lot closer to 
the bull’s-eye and use less ammunition to do it. In order 
to spotlight more vividly the areas requiring concen- 
trated public relations action, the Los Angeles County 
Medical Association has completed a public opinion 
survey in which the attitudes of the public and opinion 
leaders about doctors and medical care are assessed. 

The study, involving a scientifically drawn sample of 
360 people, elicited information in three areas: (1) 
humanitarianism of doctors, (2) doctors’ fees, and (3) 
surgeons’ fees versus hospital charges. A great deal of 
specific information in regard to public understanding 
of physicians and their work, attitudes about health 
insurance, and areas of public dissatisfaction was accu- 
mulated. One of the most encouraging things about the 
survey was that people do not take as dim a view of 
doctors as the doctors themselves sometimes think. In 
their ratings for humanitarianism physicians fared well 
with the public. More than 85% of those interviewd had 
positive attitudes about physicians in this respect as 
compared with less than 5% who had negative attitudes. 
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(According to survey experts, a finding of less than 
10% is considered insignificant.) Over 80% of those 
interviewed, for example, felt physicians in general have 
a kindly, sympathetic interest in those who are ill or 
injured. 

How do people feel about doctors as community 
leaders? Between 40% and 50% expressed the belief 
that doctors in general take about their share or more 
than their share of responsibility in community activities. 
Here a significant contrast in feeling was shown between 
members of the general public and opinion leaders. 
While less than 8% of the public said doctors shouldered 
less than their share of community responsibility, 40% 
of the opinion leaders said doctors did not do their share. 
Because dissatisfaction about long waits in doctors’ 
offices is often cited as a leading factor creating poor 
public relations, the study probed opinions on this sub- 
ject. The public reported that doctors keep people wait- 
ing an average of 5 out of 10 times, but, amazingly 
enough, over 80% felt this was reasonable. An average 
of 22 minutes was considered a “reasonable” wait to 
see the doctor. 

Three important points were brought out in the study. 
First, the majority of those surveyed said they think the 
medical profession is doing a good job in informing the 
public about new methods, treatments, and medicines. 
Second, over one-third of the respondents expressed a 
desire to discuss fees in advance of treatment. Third, 
an overwhelming majority (70% ) expressed a desire 
for itemized medical bills. Yet the picture painted by 
those surveyed was not all quite so rosy. Glaring mis- 
conceptions about certain aspects of medical practice 
were revealed along with some definitely unfavorable 
attitudes about the practice of medicine. These are the 
trouble spots upon which Los Angeles physicians will 
concentrate their public relations efforts. 

Although the study showed that over 60% of the 
people think doctors’ fees are reasonable, there are many 
areas of dissatisfaction in regard to costs. Many said that 
medical costs have risen in greater proportion than other 
costs, revealing fairly widespread ignorance of the facts. 
Another significant finding was that about 22% of the 
general public and 48% of the opinion leaders said they 
knew of individuals requiring medical treatment who 
were not receiving it because doctors’ fees alone are too 
high. The effect of hearsay and rumor on public opinion 
was clearly shown in the answers to questions about 
physicians’ fees. Between 88% and 89% said that the 
last time they went to a doctor his fee was reasonable. 
Yet, when the same group was asked whether doctors’ 
fees in general were reasonable, only 60% said yes. 
Hospital fees, in comparison, were listed as unreason- 
able by almost 48% of the general public and by 35% 
of the opinion leaders. How do people compare sur- 
geons’ fees and hospital fees? About 40% of the general 
public and 31% of the opinion leaders said surgeons’ 
fees were greater than hospital fees. A slightly larger 
percentage of the general public (43% ) and the same 
percentage of opinion leaders felt hospital charges were 
greater. 

A definite lack of information was revealed by the 
fact that between 55% and 60% of the public could not 
correctly define “D.O.” and “D.C.” More serious mis- 
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conceptions were uncovered by the finding that one- 
third of the general public believed that doctors get a 
rebate or kickback from druggists on prescriptions. In 
addition, about 26% of the general public and 15% of 
the opinion leaders said there was a lot of unnecessary 
surgery performed by doctors in the Los Angeles area. 
About 26% of the public and 49% of the leaders felt 
there was a little unnecessary surgery performed. One 
encouraging finding was that 86% of the general public 
and 92% of the opinion leaders had heard of the Los 
Angeles County Medical Association and the American 
Medical Association and about 70% of both groups 
had heard of the California Medical Association. 


Public Relations Problem into Purposeful Project 

Back in 1951 physicians in Phoenix, Ariz., became 
disturbed about the inadequate facilities for caring for 
patients in local rest homes. Members of the Maricopa 
County Medical Society, deciding to do something about 
the situation, launched a study of every rest home in the 
county, and, on the basis of additional information pro- 
vided by other states and counties, compiled a set of 
standards for nursing and boarding homes. Enlisting the 
cooperation of the city fire department and sanitary offi- 
cials, physicians conducted a campaign to eliminate fire 
hazards and to make sure food preparation and sanitary 
facilities in these homes met the standards. 

Home operators in general were coopera-ive and 
attempted to make improvements. A 30-day period 
elapsed after preliminary checks had been made and 
home operators had been notified of the changes neces- 
sary to meet the society’s standards. At the end of this 
period the medical society in a lengthy report protested 
vigorously to city officials about the deficiencies still 
existing in some homes. As a result, city, county, and 
state health departments have assumed responsibility for 
licensing and enforcing code standards. Out of the four- 
year campaign sparked and brought to a happy con- 
clusion by Phoenix physicians has come an even more 
lasting achievement—a new county rest home is being 
erected on the grounds of the present county hospital. 


PRoblem Corner 

At the conclusion of his residency a young doctor 
moved to another state and secured a license to practice 
medicine. He immediately found himself faced with a 
problem. The local Lions Club in the little town in which 
he was setting up practice wanted to help him get started. 
Its members offered to print and circulate announce- 
ment cards to townspeople. The young doctor was un- 
certain whether such an action was ethical, and there 
was no other doctor practicing in the town to provide 
him with an answer. Fortunately, he checked with the 
county medical society and learned that such practices 
are generally based upon local custom and in his partic- 
ular area the procedure would have been frowned upon 
by other physicians. 

Some public relations problems are intraprofessiona! 
rather than external in nature. Hasty or ill-advised ac- 
tions by physicians that incur the disapproval of other 
doctors in the area by flouting local custom create just 
such intraprofessional public relations problems. The 
best advice in such cases is this: when in doubt, check 
with your local society. 
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MEDICAL NEWS 


CALIFORNIA 

Students Pledge Financial Aid.—According to Dr. Ewing L. 
Turner, president of the Los Angeles County Medical Assecr- 
ation, the pledging by medical students of $264.000 toward 
construction of the new Southern Califorma Medical Cemter 
“has no parallel in the history of medical education.” The sum 
was promised by 270 students of the University of Seuther 
California School of Medicine, Los Angeles. who pledged to 
pay their money within three years after enterimg practice. Of 
the freshman and junior classes, 100° pledged. Only 3 of the 
270 students in the school did not sign pledge cards, and 2 of 
these indicated they would do so when they actually emtered 
practice. The average pledge was $1,000. 


More Rabies in Animals.—According to a statement by Dr: 
Malcolm H. Merrill, state director of public. health, “The: state 
is now facing the largest and the most geograpmmecally extensive 
reservoir of animal rabies infection that it has experrenced in 
many years, with rabies endemic in 22 counties.” A» statewide 
tally of 165 confirmed cases of animal rabies to July 20 disclosed 
that the city and county of Los Angeles accounted for nearly Hrvalf 
of all rabies reported in Califorma. There were 43 diagnosed 
cases of animal rabies in the city of Los Angeles between Jim. | 
and July 20—more cases than in any similar period since: | ¥4®: 
All rabies cases in Los Angeles were found among dogs; else- 
where in the state, 83 cases were contirmed among other ammats. 
including cows, skunks, foxes, bobcats, and a goat: A) statewide 
meeting on the problem was held recently in Berkeley, 


Course in Aviation Medicine.—he University of Califorma 
Extension will offer a course in aviation medicime Oct: 26-28: 
9-12 a. m. and 1-5 p. m., in the Religious Conterence: Buiding, 
900 Hilgard Ave., Los Angeles. The course, which is. oper to 
graduates of approved medical schools, is designed for the doctor 
who examines the student and private pilot as well as. for the 


doctor who is a flight surgeon. Speakers at a dinner meeting: 


on Wednesday will be Dr. Stafford L. Warren, Los. Angetes, 
and Col. Richard L. Bohannon, M. C., U. S: A. F. Im addition 
to lectures on aviation toxicology, psychology, and otolaryn- 
gology, the course will include a field trip to Lockheed Aircraft 
Corporation, Burbank. Dr. Bruce V. Leamer, Los. Angetes, is 
chairman of the course. The fee of $50 will include one: dinner 
meeting. Applications should be addressed to Dr: Thomas. H: 
Sternberg, Assistant Dean for Postgraduate Medical Education, 
Medical Extension, University of Califormia, Los Angetes. 24. 


CONNECTICUT 


Hartford Medical Society Fall Lectures.—The first lecture in 
the Hartford Medical Society fall series, “Metabobic. Comsidera- 
tions in Mental Disorders,” was delivered on Get: 3 by Dr: 


Mark D. Altschule. Waverley, Mass. Lectures for 19555 ‘too be: 


delivered at the Hunt Memorial, 38 Prospect St.. Hartford. 
8:30 p. m., include: 
Oct. 17, Evaluation of Therapy im Disease, Stewart Wolf. Oklahoma 
City. 
Nov. 7, Immunohematology in Clinical Practice, Williams Dameshek, 
Boston. 


Nov. 21, Diagnosis and Treatment of Tumors of the Seft: Somatic 
Tissues, George T. Pack, New York. 


Dec. 5, Poliomyelitis—1955, Louis Weinstein, Bostom. 


All physicians are invited to attend. 


Arthritis Study Unit.—The purposes of the Arthritis Study Umit 
of Yale University School of Medicine, which is made up of 
faculty members, are to stimulate teaching and research im arth- 
ritis and to hold conferences at which scientific. papers. are. pre- 


Physicians are invited to send to this department items of news. of zens 
eral interest, for example, those relating to society activities, new hospitais; 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Mee aamoountess thiee tectures, 3:30-4:30 
m m thie kK YYiate-New ‘Haven \Medical 
Comer 
DU. an Rhenmatoid Arthritis Re- 
PPrdduced >by (Gold Therapy, Thee- 
WAVWE 
Non T reumacaid Arthritis .and Systemic Lupus 
Dee. 185. ian the SSensiuzed >Sheep (Cell Aggiutination 
Ri¢agtnonn Viborrs. Nw ork 


State: Weekiead! im —The Viedical Socrety 
of! Deddawaree veil! vat ‘the |Delaware 
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moderator. At the banquet Dr. John R. Fowler, Barre, Mass., 
president, American Academy of General Practice, will discuss 
“The Good Physician.” A panel discussion on the drug treatment 
of hypertension, 3:15 p. m. Thursday, will have as moderator 
Dr. Michael Serio, Chicago, and will include presentation of 
“Clinical Pharmacology of the Newer Hypotensive Drugs” by 
Dr. Charles W. Crumpton, Madison; “Drugs of Choice in the 
Treatment of Hypertension Associated with Heart Disease and 
Impaired Renal Function” by Dr. Alfred D. Dennison Jr., 
Indianapolis; and “The Drug Treatment of Primary Essential 
Hypertension” by Dr. James H. Currens, Boston. Presentations 
by out-of-state speakers include: 
A Manikin Demonstration Lecture Covering the Common Obstetrical 
Maneuvers and the Use of Forceps, John F. Spahr Jr., Indianapolis. 
A Study of the Inftertile Couple, Charles O. McCormick Jr., Indi- 
anapolis. 
Office Gynecologic Problems, Robert M. Myers, Kansas City, Mo. 
Management of Threatened and Habitual Abortion, Robert B. Green- 
blatt, Augusta, Ga. 
Using the Laboratory in Liver Diseases, William A. Sodeman, Columbia, 
Mo. 
The Diarrheal Syndrome, Jerome Weiss, New York. 
Diagnostic Problems in Gouty Rheumatoid Arthritis, Robert L. McClen- 
don, Louisville, Ky. 
The Arthritis Problem and the General Practitioner, Kenneth D. 
Bryson, Cleveland. 
Arthritis Problems Discussed, Robert L. McClendon, Louisville, Ky., 
and Kenneth D. Bryson, Cleveland. 


Chicago 

University News.—The University of Illinois College of Medi- 
cine has announced the promotion of Dr. Harold Sheilow from 
assistant professor of dermatology to associate professor. 


Lecture on Noise.—The Chicago Society of Industrial Medicine 
and Surgery and the Casualty Adjusters Association of Chicago 
will hold a joint meeting at the Bismarck Hotel Oct. 19, 7:30 
p. m. “The Wisconsin Story of the Industrial Noise Problem” 
will be presented by Dr. Meyer S. Fox of Marquette University 
School of Medicine, Milwaukee. 


Medical History Meeting.—The Society of Medical History of 
Chicago will hold an open meeting Oct. 19, 8 p. m., at the 
Institute of Medicine (fourth floor, 86 E. Randolph St.). The 
program includes: 

Nikolai Ivanovich Pirgov—Anatomist, Surgeon, Educator, George Hal- 

perin. 

The Migration of Diseases, Dieter Koch-Weser. 

John Keats, a Medical Truant, Miss Esther Vincent. 
All are welcome. 


Gynecologic Society Meeting.—The regular meeting of the 
Chicago Gynecological Society will be held at the Knickerbocker 
Hote! Oct. 21, 8 p. m. The sixth annual Joseph L. Baer Lecture, 
“The Management of Cervical Carcinoma,” will be delivered 
by Dr. Joe V. Meigs, clinical professor of gynecology, Harvard 
Medical School, Boston. The clinical meeting will be held at 
Passavant Memorial Hospital, 303 E. Superior St., 9 a. m., on 
the same day. 


INDIANA 


State Medical Meeting.—The Indiana State Medical Association 
will hold its 106th annual convention at the French Lick Springs 
Hotel, French Lick, Oct. 16-19. Dr. Walter L. Portteus, Frank- 
lin, will deliver the presidential address Tuesday at 7 p. m. 
Tuesday round-table discussions, 10:30-12 noon, will be pre- 
sented on (1) Obstetrics and Gynecology (Dr. Sprague H. 
Gardiner, Indianapolis, moderator); (2) Daily Dermatological 
Dilemmas (Dr. Lawrence G. Beinhauer, Pittsburgh, moderator); 
(3) Fluid and Electrolyte Balance (Dr. William D. Snively Jr., 
Evansville, moderator); and (4) Management of Hypertension 
(film from Wyeth Laboratories, Philadelphia). Wednesday 
round-table discussions, 10:30-12 noon, include (1) Modern Day 
Burns—Their Treatment (Dr. Harold M. Trusler, Indianapolis, 
moderator); (2) Medical Treatment—Industrial Cases (Dr. Eli 
S. Jones, Hammond, moderator); (3) Collagen Diseases (Dr. 
John G. Rukavina, Ann Arbor, Mich., moderator); and (4) 
Radioisotopes (Dr. John A. Campbell, Indianapolis, moderator). 
At the general meeting Tuesday, 2 p. m., traffic accidents will 
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be discussed. Sgt. Elmer Paul, Indiana State Police, Indianapolis, 
and John O. Moore, director, Indiana-Cornell Automotive Crash 
Injury Research, Cornell University Medical College, New 
York, will discuss “How They Are Killed and Injured.” “Traffic 
Accidents—Their Treatment” will be considered at 3:30 p. m. 
by Dr. Robert E. Slemmer, Cincinnati (Neurological Aspects); 
Dr. Claire L. Straith, Detroit (Maxillofacial Injuries); Dr. 
Richard W. Zollinger, Columbus, Ohio (General Surgery): and 
Dr. George J. Garceau, Indianapolis (Orthopedic Injuries). The 
meeting of the section on medicine Wednesday, 2 p. m., will 
include presentation of “Familial Primary Systemic Amyloido- 
sis: A Clinical, Genetic, and Biochemical Study” by Dr. 
Rukavina. Dr. Brant B. Sankey, Cleveland, Ohio, will speak 
before the section on anesthesiology, which meets simultane- 
ously. Dr. C. Paul Hodgkinson, Detroit, will serve as moderator 
for the round-table discussions, 1:30 p. m. Wednesday, during 
the meeting of the section on obstetrics and gynecology. The 
section on public health and preventive medicine will hold a 
round-table in conjunction with the sections on medicine and 
general practice in the Main Convention Hall, 3:30-5 p. m. 
Wednesday. The sections on ophthalmology and otolaryngology, 
general practice, and surgery will also meet at 2 p. m. Wednes- 
day. Dr. Dwight H. Murray, Napa, Calif., President-Elect, 
American Medical Association, will speak at the annual dinner 
Wednesday, 7 p. m. The program includes instructional courses 
from 2 to 4 p. m. Monday and from 8:30-10:30 a. m. Tuesday 
and Wednesday. The annual golf tournament will be held at 
8 a. m. Monday at the French Lick Hill course and the annual 
trap and skeet shoot, 9 a. m. at the French Lick Springs Trap 
and Skeet Club. The woman’s auxiliary will meet Oct. 17-19. 


KANSAS 


Dr. Dock to Give Porter Lectures.—The University of Kansas 
School of Medicine, Kansas City, announces the 1955 course 
of Porter Lectures to be given by Dr. William Dock, professor 
of medicine, State University of New York College of Medicine 
at New York City, Brooklyn. On Oct. 18 at 4 p. m. in the 
J. R. Battenfeld Jr. Memorial Auditorium, Kansas City, Dr. 
Deck will present “Clinical Significance of Pulsations Evoked by 
the Heart Beat.” He will discuss “Coronary Disease—The Pro- 
fessor’s Friend” in Strong Hall, Lawrence campus, Oct. 19, 
11 a. m., and at 4 p. m. the same day he will present “The 
Production of Sounds by Normal and Diseased Hearts” at the 
Battenfeld auditorium. Physicians and students are invited. 


MASSACHUSETTS 


Seciety of Examining Physicians.—The fall supper meeting of 
the Massachusetts Society of Examining Physicians will be held 
at the Harvard Club in Boston, 6 p. m. Oct. 19. A symposium 
on “The Painful Neck Syndrome” will be presented by Drs. 
Richard M. Kilfoyle, Boston, orthopedic surgeon; Walter R. 
Wegner, Boston, neurosurgeon; Albert M. Moloney, Boston, 
roentgenologist; and Arthur L. Watkins, Boston, consultant in 
physical medicine. All physicians are cordially invited. 


MINNESOTA 


Dr. Aldrich Returns to Chicago.—Dr. C. Knight Aldrich, asso- 
ciate professor of psychiatry, University of Minnesota Medical 
School, Minneapolis, has been appointed chairman, department 
of psychiatry, University of Chicago School of Medicine. 
A native of Chicago, Dr. Aldrich served his internship at Cook 
County Hospital. For five years he was a psychiatrist with the 
U. S. Public Health Service. He joined the faculty of the Uni- 
versity of Minnesota Medical School in 1947. He also has 
served as a consuliant to the Veteran’s Administration Hospital, 
Minneapolis, and to the Family and Children’s Service of Min- 
neapolis. He is the author of “Psychiatry for the Family Doc- 
tor,” the Medical Book Guild’s August selection. 


MISSISSIPPI 


Two Professors Appointed.—The University of Mississippi 
School of Medicine in Jackson announces the appointment of 
Dr. Robert D. Sloan, who has been on the staff at Johns Hop- 
kins University School of Medicine, Baltimore, as professor of 
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radiology and chairman of the department. Another Johns 
Hopkins staff member, Dr. Blair E. Batson, will become pro- 
fessor of pediatrics and chairman of that department in Missis- 
sippi’s four-year school of medicine in the newly built Uni- 
versity Medical Center. 


NEW YORK 

Academy of Medicine Meeting.—The monthly meeting of the 
Binghamton Academy of Medicine will be held Oct. 18, 8:45 
p. m., at Binghamton City Hospital, Binghamton. Dr. G. W. H. 
Schepers, Saranac Lake, will speak on pneumonoconiosis. 


Annual Meeting of Practitioners.— The seventh annual scientific 
assembly of the New York State Academy of General Practice 
will convene at the Hotel Statler, New York City, Oct. 17-20. 
The sessions will open with a welcoming address by Dr. Garra 
L. Lester, Chautauqua, president of the academy, and felicita- 
tions by Dr. Renato J. Azzari, New York City, president, 
Medical Society of the State of New York. A symposium on 
pediatric problems is scheduled for Monday afternoon (Dr. 
Philip M. Stimson, New York City, moderator); on adult malig- 
nancies for Tuesday afternoon (Dr. Alton Ochsner, New 
Orleans, moderator); and on geriatrics for Wednesday afternoon 
(Dr. Duane M. Carr, Memphis, Tenn., moderator). Dr. G. 
Lombard Kelly, president emeritus, Medical College of Georgia, 
Augusta, will open the scientific program at 9:30 a. m. Monday 
with “Sex Counsel by the General Practitioner.” At 11 a. m. 
Tuesday Dr. Ochsner will discuss “Cancer of the Lung.” The 
annual banquet Tuesday, 7 p. m., will be a benefit for the 
American-Korean Foundation. Dr. Howard A. Rusk, New 
York City, chairman, board of directors of the foundation, will 
be the speaker. A postconvention cruise to Nassau will leave 
New York City Oct. 21 and return Oct. 28. Reservations are 
not limited to academy members. For information, write to the 
convention chairman, Dr. John Hunter Fuchs, 8712—132nd St., 
Richmond Hill 18, N. Y. 


New York City 

Tumor Clinic Conference.—Dr. George C. Escher, assistant 
attending physician, Memorial Center for Cancer and Allied 
Diseases, will present “Management of Advanced Mammary 
Carcinoma” at the tumor clinic conference in the Women’s 
Pavilion, Harlem Hospital, Oct. 19, 10:45 a. m. 


First Alfred P. Sloan Lecture.—The Sloan-Kettering Institute 
for Cancer Research announces the first annual Alfred P. Sloan 
Jr. Lecture, “Cancer, A Crossroads of Biology,” to be delivered 
by Julian S. Huxley, D.Sc., Oct. 19, 8:30 p. m., at Hunter 
College Playhouse, 68th Street between Lexington and Park 
avenues. 


Conferences on Drug Addiction.—Drug addiction will be dis- 
cussed in nine monthly conferences at the Bellevue Hospital 
School of Nursing under the sponsorship of Riverside Hospital 
and the Welfare and Health Council of New York City. The 
series will start Oct. 20 with a discussion of “The Adolescent 
Addict—The Impact on the Community.” Other topics include; 
“Narcotics—Traffic and Control,” “The Family of the Addict,” 
“Problem of Drug Withdrawal,” “Problems of Patient Manage- 
ment in an Institutional Environment,’ “Rehabilitation of the 
Addict,” and “The Addict After Discharge from the Institution.” 
Dr. Kenneth W. Chapman, Washington, D. C., chief, neuro- 
psychiatry branch, Public Health Service Division of Hospitals, 
will be one of the speakers. Riverside Hospital, a division of 
the city’s department of hospitals, specializes in the study and 
treatment of the use of habit-forming drugs. 


NORTH CAROLINA 


Dr. Hart Honored.—Dr. Dery!l Hart, Duke University School 
of Medicine, Durham, has completed 25 years as chairman of 
the department of surgery. On Oct. 20 his former residents 
will celebrate his anniversary at a banquet, at which time his 
portrait will be presented to the university. Dr. Wilburt C. 
Davison, dean of the school since its foundation in 1930, will 
be the speaker. 


J.A.M.A., Oct. 15, 1955 


OHIO 


Pediatric Symposium.—“The First Year of Ljfe” will be the 
subject of the postgraduate fall symposium, to be presented at 
Saint Luke’s Hospital, Cleveland, Oct. 21-22, with the co- 
sponsorship of the Ohio Academy of General Practice, which 
will allow 13 hours’ credit. Guest speakers will be Dr. John P. 
Caffey of the Babies Hospital, New York, and Dr. Warren E. 
Wheeler of Ohio State University College of Medicine, Colum- 
bus. Other speakers will be from Babies and Childrens Hospital, 
the Cleveland Clinic, and St. Luke’s Hospital, Cleveland. 


OREGON 


M and R Conference.—The M and R Research Conference will 
be held at the University of Oregon Medical School, Portland, 
Oct. 20-21, under the joint sponsorship of the pediatric depart- 
ments of the University of Oregon and University of Washing- 
ton medical schools and under the chairmanship of Dr. Robert 
A. Aldrich, associate professor of pediatrics at the former 
school. About 20 biochemists and clinicians from various parts 
of the United States will discuss problems relating to “Iron 
Metabolism and Function.” The meeting is open to all physicians 
and others interested. 


Pediatric Research Society Meeting.—The annual meeting of 
the Western Society for Pediatric Research will be held in the 
library of the University of Oregon Medical School, Portland, 
Oct. 19, beginning at 9 a. m. Dr. Robert A. Aldrich will pre- 
side. Over 60 teaching and research pediatricians who live west 
of the Mississippi compose the membership of this group. A 
social hour and banquet is scheduled in the evening at the 
Columbia Athletic Club. The session is open to all physicians 
interested in the specialty. 


TENNESSEE 
Symposium at Vanderbilt on Newer Vitamins.—A Symposium 
on the Role of Some of the Newer Vitamins in Human Meta- 
bolism and Nutrition, made possible by a grant from the 
National Vitamin Foundation, will be held Oct. 20-21 in the 
amphitheater of Vanderbilt University School of Medicine, 2\Ist 
Avenue South, Nashville. At 9:15 a. m. Thursday, Chancellor 
Harvie Branscomb will deliver greetings, followed by “The 
History of Vitamin B,” by Dr. Paul Gyorgy, Philadelphia, and 
“Vitamin B, Deficiency in the Rhesus Monkey with Particular 
Reference to the Occurrence of Arteriosclerotic Lesions” by 
Drs. James F. Rinehart and Louis Greenberg, San Francisco. 
Discussion by Gladys A. Emerson, Ph.D., Rahway, N. J., and 
Norman Olsen, Ph.D., Nashville, will follow. At 10:50 a. m. 
presentation of “Experimental Neuropathology of Vitamin By 
Deficiency” by Drs. Maurice Victor and Raymond D. Adams, 
Bos:on, will precede a paper on pyridoxine deficiency and con- 
vulsions in infancy by Dr. David B. Coursin, Lancaster, Pa., 
to be followed by discussion by Dr. Charles D. May, lowa City. 
After luncheon, 12:30 p. m., Earle W. McHenry, Ph.D., Toronto, 
Canada, will consider “Metabolic Effects of Pyridoxine in Vivo” 
and Dr. Maximilian Wachstein, Brooklyn, N. Y., “Evidence for 
Abnormal Vitamin B, Metabolism in Pregnancy and Various 
Disease States,” with discussion by Dr. William J. McGanity 
of Nashville. The closing presentations, 3:15 p. m., include 
“Metabolism of Vitamin By, in Human Beings” by Dr. Richard 
W. Vilter, Cincinnati (discussion: Dr. Henry Sebrell, New 
York), and “Some Interrelationships of Vitamin B, and Vitamin 
E” by Paul L. Day, Ph.D., and James S. Dinning, Ph.D., Little 
Rock, Ark. The Friday session, 9-10:30 a. m., includes the 
following presentations: 
Studies on Tocopherol in Infants, Harry H. Gordon, Baltimore (dis- 
cussion: Dr. Paul Gyorgy, Philadelphia). 
Tocophery! Hydrogquinone and Muscle Dystrophy, Philip L. Harris, 
Ph.D., and Karl E. Mason, Ph.D., Rochester, N. Y 
Effects of Limited Tocopherol Intake in Human Males, Max K. Hor- 
witt, Ph.D., Cecil C. Harvey, Ph.D., G. D. Duncan, and William C. 
Wilson, Elgin, Ill. (discussion: Grace A. Goldsmith, New Orleans). 
Pantothenic Acid Deficiency Induced in Human Adults, William B. 
Bean, lowa City (discussion: Dr. Beverly 1. Towery, Nashville, and 
Floyd S, Daft, Ph.D., Bethesda, Md.). 
Information may be obtained from the Department of Bio- 
chemistry, Vanderbilt University, Nashville, or the National 
Vitamin Foundation, Inc., 15 E. 58th St., New York 22. 
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VIRGINIA 


State Medical Meeting in Richmond.—The Medical Society of 
Virginia will hold its 108th meeting at the Hotel Jefferson, 
Richmond, Oct. 16-19. The presidential address will be delivered 
by Dr. Carrington Williams, Richmond, Monday, 8:30 p. m. 
At 3:10 p. m. that day Dr. Richard B. Cattell, Boston, will out- 
line “Advances in Pancreatic Surgery.” An obstetric and gyne- 
cologic symposium is scheduled for 9:15 a. m. Tuesday and a 
panel on cardiac surgery for 10:30 a. m. Dr. Robert A. Ross, 
Chapel Hill, N. C., has been invited to discuss “Omissions and 
Commissions in Maternal Mortality” Tuesday morning. Tuesday 
afternoon the guest speaker, Dr. John deJ. Pemberton, Roches- 
ter, Minn., will present “Surgical Management of Nodular 
Goiter.” At the banquet Dr. James P. King, Radford, will be 
installed as president. On Wednesday morning, 9:15 a. m., a 
panel discussion of the evaluation of laboratory procedures and 
their values will be presented. At 9:35 a. m. Dr. Martillus H. 
Todd, Coral Gables, Fla., will report about “Experiences with 
Bleeding Gastric and Duodenal Ulcer.” A symposium on con- 
vulsions will be presented at 10:45 a. m. Dr. Williams will 
preside at a medicolegal session on professional liability in- 
surance, 2 p. m., at which the guest speakers will be Ernest C. 
Fisher Jr., Aetna Casualty and Surety Company, Richmond, 
who will discuss malpractice; Robert G. Butcher, attorney, 
whose subject will be actions for malpractice; and A. Scott 
Anderson, president of the Richmond Bar Association, who will 
present “The Doctor as a Witness and His Obligation to the 
Court.” 


WISCONSIN 


Circuit Programs at Three Locations.—The State Medical Soci- 
ety of Wisconsin will present the following program at the Elks 
Club, Rice Lake, Oct. 18; Mead Hotel, Wisconsin Rapids, 
Oct. 19; and the Elks Club, Appleton, Oct. 20: 
Treatment of Systemic Arterial Hypertension, James W. Culbertson, 
Iowa City. 
Surgical Emergencies in Children, Kenneth E. Lemmer, Madison. 
Abortions and Chronic Diseases Related to OB, William C. Keettel, 
lowa City. 
Poison Control, Franklin J. Mellencamp, Milwaukee. 


Five hours of formal teaching credit will be allowed members 
of the American Academy of General Practice for each meeting. 
The cost, $6, includes dinner and a “coffee break” in the middle 
of the afternoon. Reservations may be made through the State 
Medical Society of Wisconsin, Box 1109, Madison. 


GENERAL 


Noise Abatement Symposium.—The sixth annual National 
Noise Abatement Symposium will be held Oct. 20-21 at Armour 
Research Foundation of Illinois Institute of Technology, Chi- 
cago. The topics to be discussed will be “Noise in Industry 
(Case Histories)”; “Impact Noises”: and “Novel Methods of 
Noise Reduction.” 


Meeting of Neuropsychiatric Association.—The 3lst annual 
convention of the Central Neuropsychiatric Association will be 
held at the Broadmoor Hotel, Colorado Springs, Colo., Oct. 
21-22, under the presidency of Dr. Benjamin Boshes, Chicago, 
who will deliver an address at 2 p. m. Friday. Twenty-three 
speakers have been invited to participate in the sessions. The 
banquet will be held at 6:30 p. m. Friday. A mountain barbecue 
party will be held Oct. 20 at 5 p. m. There will be a prebarbecue 
cocktail party (compliments of Smith, Kline & French Pharma- 
ceutical Company). Bus transportation will leave from the 
entrance of the hotel. 


American Academy of Neurological Surgery.—The 17th annual 
meeting of the American Academy of Neurological Surgery will 
be held at the Homestead, Hot Springs, Va., Oct. 27-29. Dr. 
David L. Reeves, Santa Barbara, Calif., will deliver the presi- 
dential address, “The Neurosurgeon,” on Friday. The scientific 
session Thursday, beginning at 9:15 a. m., will include presenta- 
tions of unusual cases: (1) Intracranial Lipomas, Dr. Homer S. 
Swanson, Atlanta, Ga.; (2) An Unusual Oligodendroglioma, 


Drs. John R. Green and Harry F. Steelman, Phoenix, Ariz.; and 
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(3) Otorrhea as a Complication of Removal of an Acoustic 
Neurinoma, A. Earl Wafker, Baltimore. The sessions will include 
the following single author presentations by invited speakers: 
Traumatic Intracerebral Hematoma: Review of 16 Successfully Treated 
Cases, Robert L. McLaurin, Cincinnati. 
Therapy in Amyotrophic Lateral Sclerosis, William S. Fields, Houston, 
exas. 
Pathology of Cervical Whip Lash Injuries, Ernest W. Mack, Reno, Nev. 
Alleviation of Experimental Facial Neuralgia by Trauma to the Gas- 
serian Ganglion, Robert B. King, St. Louis. 


Prize for Medical Research.—The Joseph A. Capps Prize for 
Medical Research, founded by Dr. and Mrs. Edwin R. LeCount, 
is being offered by the Institute of Medicine of Chicago as an 
annual prize of $300 for the most meritorious investigation in 
medicine or in the specialties of medicine. The investigation 
may be also in the fundamental sciences, provided the work 
has a definite bearing on some medical problem. Competition for 
1955 is open to graduates of Chicago medical schools who com- 
pleted their internship or one year of laboratory work within 
a period of five years before Jan. 1, 1955, excluding their terms 
of service in the armed forces. Manuscripts must be submitted 
to the Secretary of the Institute of Medicine of Chicago, 86 E. 
Randolph St., Chicago 1, not later than Dec. 31, 1955. The 
manuscript of the prize paper, as submitted, will become the 
property of the Institute of Medicine of Chicago. 


Correspondence School for Shut-In Children.—The Calvert 
School, Baltimore, an unendowed nonprofit institution that for 
almost 50 years has given an elementary school education to 
children who cannot attend regular schools, provides education 
by mail for home-bound children throughout the United States. 
Calvert’s courses (from kindergarten through the ninth grade) 
are accredited by the state of Maryland. Children with heart 
conditions make up about 20% of Calvert’s shut-in students: 
poliomyelitis patients about 15%; chronic asthma sufferers 
about 10%; and those with eye, ear, and speech defects about 
15%. Muscular dystrophy, cerebral palsy, diabetes, and hemo- 
philia are among the other causative factors affecting Calvert's 
home-bound students. Although its home-study courses are 
laid out for 160 “school days,” Calvert suits the speed of learn- 
ing to the capacity of the shut-in child. Parents receive all neces- 
sary directions for supervising the home study. 


Nutrition Grants.—The National Vitamin Foundation, Inc., 
announces 16 new grants to American universities and medical 
centers, totaling $70,766. The foundation gives grants-in-aid for 
research semiannually throughout the United States and abroad. 
Recipients of the new grants include the following physicians: 
Albert B. Eisenstein, St. Louis, for studies of the relationship 
of pantothenic acid to adrenocortical hormone secretion; George 
J. Gabuzda, Cleveland, for studies of the metabolism and inter- 
relationship of folic acid, citrovorum factor, and ascorbic acid: 
Irving P. Graef, New York, for studies of the effect of panto- 
thenic acid deficiency in various disease states; G. Watson 
James III, Richmond, Va., for studies of vitamin By. growth 
activity of P. stipitata in human leukemia; and A. Leonard 
Luhby, New York, for studies of the evaluation of urinary 
formamido-L-glutamic acid excretion as a clinical test for folic 
acid undernutrition. 


Meeting of Dietetic Association.—The 38th annual meeting of 
the American Dietetic Association will be held in St. Louis 
Oct. 18-21. Physicians participating will include: 
Carl V. Moore, St. Louis, Absorption of Iron from Enriched Bread and 
Other Foods. 
Morris J. Fogelman, Dallas, Texas, Food Intake and Hypnosis in Sur- 
gical Diseases. 
Jeffrey H. Fryer, Ithaca, N. Y., Advances in Nutrition. 
James M. Hundley, Bethesda, Md., Obesity—A U. S. Problem. 
Grace A. Goldsmith, New Orleans, Niacin Deficiency in Man. 
Josef Warkany, Cincinnati, Endemic Cretinism in Europe. 
The Maternal and Infant Health Session will be opened by Lois 
Murphy, Ph.D., consultant of the department of child psychiatry 
of the Menninger Foundation, Topeka, Kan., who will discuss 
“Psychological Aspects of Infant and Child Feeding.” “Newer 
Findings on Amino Acids” will be the topic of Conrad A. 
Elvehjem, Ph.D., dean of the Graduate School of the University 
of Wisconsin, Madison, during the session on current nutrition 
research. 
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Cardiovascular Disease.—According to the American Heart 
Association, deaths from diseases of the heart and blood vessels 
decreased slightly in the United States during 1954, although 
these diseases continue to outrank all others as America’s leading 
cause of death and were responsible for 52.3% of all deaths in 
1954. Figures provided by the National Office of Vital Sta- 
tistics show that deaths from disease of the cardiovascular sys- 
tem dropped in 1954 to 773,980 (480.2 per 100,000 population) 
from a high of 794,120 (501.6 per 100,000) reached in 1953. 
This drop paralleled a drop in the U. S. death totals from 
1,518,600 in 1953 to 1,481,000 last year. Improvement in the 
cardiovascular death rate is attributed by the association to a 
sharp drop in the incidence of influenza and pneumonia last 
year as compared with 1953, the first two months of which were 
marked by a severe and widespread influenza outbreak. No 
significant change occurred in 1954 in the number or rate of 
deaths from arteriosclerotic heart disease, including coronary 
disease. In the under 65 age group in 1954, cardiovascular dis- 
eases took 232,750 lives, or more than double the number 
claimed in this age group by cancer, second leading cause of 
death. 


Manual fer Handicapped Swimmers.— The American Red Cress 
has published an instructor’s manual, “Swimming for the Handi- 
capped,” based on experience in a program started in 1945, 
when the Red Cross cooperated with the armed forces to provide 
swimming instruction for handicapped veterans and servicemen. 
Prepared with the assistance of physicians, physical therapists, 
physical education experts, and water safety instructors, the 
manual includes information that outlines the general physio- 
logical and psychological values of swimming, lists the facilities 
and equipment needed, and provides explanatory information 
that will help instructors better understand and teach the handi- 
capped. The detailed section on specific programs for various 
conditions covers temporary orthopedic disabilities, permanent 
disabilities due to loss of body parts, paralysis due to injury or 
disease, permanent disabilities due to heart condition, permanent 
disabilities due to sight and hearing difficulties, and disabilities 
due to mental illness. Information concerning the program and 
the manual can be obtained from local Red Cross chapters or 
from area offices located in Alexandria, Va.; Atlanta, Ga.; St. 
Louis; and San Francisco. 


National Safety Congress.—The 43rd National Safety Congress 
and Exposition will convene in Chicago Oct. 17-21 at the Conrad 
Hilton Hotel. A symposium, “Effective Utilization of the Dis- 
abled Employee in Industry,” has been scheduled for Tuesday 
morning; a program, “Atomic Energy Is in Industry,” for 
Wednesday morning; and a symposium, “Public Health Aspects 
of Home Safety,” for 2 p. m. At 12:15 p. m. Wednesday in the 
Williford Room “B” the American Medical Association, through 
its Committee on Pesticides and Committee on Toxicology, will 
be awarded a national home safety Certificate of Commendation 
for exceptional public service in the prevention of home acci- 
dents during the year 1954-1955, Presentations by physicians 
will include “Medical Services in a Small Plant” by Dr. Kozme 
F. Kapov, Chicago, Monday, 2:30 p. m., at the Congress Hotel; 
“Back Injuries” by Dr. Matt A. Connell, Picher, Okla., Monday, 
3:30 p. m., Congress Hotel: “Radiation in Industry—Nursing 
and Health Aspects” by Dr. Eugene L. Walsh, Chicago, Wednes- 
day, 10:45 a. m., Conrad Hilton Hotel; “Health Problems in 
the Printing Plant” by Dr. Gradie R. Rowntree, Louisville, Ky., 
Monday, 3:20 p. m., Conrad Hilton Hotel; “Eyes—Facts and 
Fallacies” by Dr. Hedwig S. Kuhn, Hammond, Ind., Thursday, 
2 p. m., Conrad Hilton Hotel; and “Eye Safety in the Halls of 
Ivy” by Dr. Kuhn, Thursday, 10:25 a. m., Morrison Hotel. 


Medicodental Symposium.—The Fourth Naval District will 
present the sixth annual Military Medico-Dental Symposium 
for all armed forces of the United States Oct. 17-22 at the 
U. S. Naval Hospital, Pattison Avenue, Philadelphia. Members 
of the nursing professions, students, interns, residents, and 
hospital administrators also are cordially invited. The first gen- 
eral session will hear discussed “The Expanding Horizons of 
Military Medicine” by Dr. Elmer Hess, Erie, Pa., President, 
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American Medical Association, and Major Gen. Dan C. Ogle, 
surgeon general, U.S. A. F. Dr. Joseph Stokes Jr., Philadelphia, 
will moderate a discussion on virus diseases Tuesday, during 
which “Infectious Hepatitis” will be presented by Dr. W. Paul 
Havens Jr.; “Poliomyelitis” by Dr. Lewis L. Coriell; and “Diag- 
nosis of Viral Diseases” by Dr. Klaus Hummeler, all of Phila- 
delphia. A clinicopathological conference will be presented 
Wednesday by Dr. Lorenz E. Zimmerman, Washington, D. C., 
and Francis H. Adler, Philadelphia. The second general session, 
Thursday, will hear a panel discussion on civil defense conducied 
by Commander Paul B. Hartenstein, U. S. N. R. (Ret.), execu- 
tive director, Philadelphia Civil Defense Council. The joint 
session on medicine and psychiairy Friday will hear a dis- 
cussion on chronic alcoholism, drug addiction, and suicide, 
moderated by Rear Adm. Richard A. Kern, M. C., U. S. N. R. 
(Ret.), professor of medicine, Temple University School of 
Medicine, Philadelphia. The section on urology will have a dis- 
cussion Friday on renal calculi. The Navy-Penn football game 
will be held at Franklin Field, University of Pennsylvania, Satur- 
day (tickets, $4), 


Meeting of Life Insurance Medical Directors.—The Association 
of Life Insurance Medical Directors of America will hold its 
64th annual meeting at the Hotel Statler, New York, Oct. 19-21, 
under the presidency of Dr. Richard L. Willis, New York. The 
half-day session Wednesday will consist of a business meeting, 
followed by “Mortality Studies of Isolated Electrocardiographic 
T-Wave Changes” by Dr. Charles E. Kiessling, Newark, N. J., 
Dr. Royal S. Schaaf, Newark, N. J., and Annie Mary Lyle, 
of the Prudential Insurance Company of America, and “The 
Development and Treatment of Hypertensive Disease” by Dr. 
Edgar A. Hines Jr., Rochester, Minn. Thursday morning “Sub- 
standard Accident and Sickness Insurance” will be presented by 
Dr. William H. Scoins, Fort Wayne, Ind., of the Lincoln 
National Life Insurance Company; “Clinical Evaluation of the 
Commoner Hepatic Disorders” by Dr. Franklin M. Hanger, 
Columbia University College of Physicians and Surgeons, New 
York; and “Coronary Artery Disease” by Dr. Samuel A. Levine, 
Harvard Medical School, Boston. In the afternoon “Chemical 
Treatment of Cancer” will be considered by Dr. Joseph H. 
Burchenal, Cornell University Medical College, New York, and 
“Prognosis in Peptic Ulcer Disease” by Dr. Henry L. Bockus, 
University of Pennsylvania Graduate School of Medicine, Phila- 
delphia. The banquet will be held at 6 p. m. The following 
program is scheduled for Friday morning: 

The Altered Prognosis in Diabetes Mellitus, Herbert Pollack, New York. 

Present Concepts of Arteriosclerosis, William Dock, Brooklyn, N. Y. 


Discussion of the Recent Impairment Study of the Society of Actuaries, 
Mr. Andrew C. Webster, New York. 


Meeting of Heart Association.—The 31st annual meeting of the 
American Heart Association will convene in New Orleans Oct. 
22-28 under the presidency of Dr. E. Cowles Andrus, Baltimore. 
The scientific sessions and the special community service and 
rheumatic fever programs will be held in the Municipal Audi- 
torium, and other events, including the meetings of the assembly 
and of the staff conference of heart associations, will be at the 
Jung Hotel. This year’s scientific sessions will be the first ever 
held independently of any major medical gathering. A panel 
on aneurysms of the aorta will be presented Saturday morning. 
In the afternoon Dr. George A. Perera, New York, will deliver 
the Lewis A. Conner Memorial Lecture, “Digital Rheoplethysm- 
ography.” The George E. Brown Memorial Lecture on primary 
hypertension will be given Sunday morning by Dr. George E. 
Burch, New Orleans, as will the program of the Council on 
Community Service and Education on body weight and heart 
disease. A panel on electrolyte disturbances in cardiac and renal 
diseases and a program on heart disease and rehabilitation are 
scheduled for Sunday afternoon. Monday morning will be de- 
voted to a joint program of the councils on rheumatic fever and 
congenital heart disease and on community service and edu- 
cation, which will deal with prevention of rheumatic fever and 
the cardiac child in the schools. In the afternoon a panel, “The 
Role of Hemodynamic Data in Determining Operability,” will 
be presented. Among the social events will be the annual dinner 
dance of the association, Sunday evening, at which the presi- 
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dential address will be delivered and the 1955 Gold Heart and 
Howard Blakeslee awards will be made. An eight day medical 
tour to Mexico has been arranged, starting from New Orleans 
on Thursday. Included will be a series of special cardiological 
programs in Mexico City, arranged by the National Institute of 
Cardiology. 


FOREIGN 


Fluorination Abroad.—Cairo, Egypt, with a population of more 
than 2 million, has announced plans to fluorinate its public 
water supply. Other countries, in addition to the United States, 
that have fluorination of some municipal water supplies in- 
clude: Brazil, Canada, Chile, Colombia, Germany, Holland, 
Japan, New Zealand, Sweden, and Switzerland. 


Prize for Trachoma Essay.—For the fourth time, the Chibret 
Gold medal for works on the pathology and treatment of 
trachoma will be awarded during the general assembly of the 
Anti-Trachoma League, which will be held in Paris, France, 
in 1956. The paper may deal with any of the following aspects: 
clinical, social, preventive, medical therapeutics, or surgical 
therapeutics. It must be written in French, have a maximum 
of 30 typewritten pages, be presented in triplicate, accompanied 
by an abstract of two pages in French and so far as possible 
in English, Italian, and Spanish, and be submitted before Jan. 
1, 1956, to the general secretary of the league, Dr. Jean Sedan, 
94, rue Silvabelle, Marseilles, Telephone, Dr 37-55. 


International Colloquium on Chlorpromazine.—An__ Inter- 
national Colloquium on Chlorpromazine and the Neuroleptic 
Agents in Psychotherapy will be held at the Clinique des 
Maladies Mentales et de VEncephale, Hopital Sainte-Anne, 
Paris, France, Oct. 20-22. The aim of the meeting is to bring 
together not only those who, in their various countries, have 
made a special study of these new treatments but also all spe- 
cialists who are particularly interested. Specialists from Argen- 
tina, Austria, Belgium, Brazil, Canada, Colombia, Cuba, Eng- 
land, Egypt, Germany, Greece, Holland, Italy, Lebanon, Luxem- 
burg, Mexico, Peru, Portugal, Spain, Sweden, Switzerland, 
Turkey, the United States, and Venezuela, as well as the French 
Union, are expected to attend. The program includes: methods 
of administration; posology and length of treatments; indications 
and contraindications of the different methods; uses in connec- 
tion with other forms of psychiatric treatment; accidents and 
caution; chlorpromazine and reserpine; neurophysiological and 
psychophysiological effects; and a hypothesis concerning modes 
of action. Information may be obtained from Dr. Pierre Deniker, 
Clinique de la Faculte, 1, rue Cabanis, Paris 14eme. 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 


1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 


1957 Annual Meeting, New York, June 3-7. 


NATIONAL MepbiIcAL PuBLIC RELATIONS CONFERENCE, Hotel Statler, Boston, 
Noy. 28. Mr. Leo F. Brown, 535 N. Dearborn St., Chicago 10, Director. 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 3-8. Dr. James R. Webster, 55 East Washington St., 
Chicago 2, Secretary. 

AMERICAN ACADEMY OF NEUROLOGICAL SURGERY, The Homestead, Hot 
Springs, Va., Oct. 27-29. Dr. Eben Alexander Jr.,. Bowman Gray School 
of Medicine, Winston-Salem, N. C., Secretary. 

AMERICAN ACADEMY OF OBSTETRICS AND GYNECOLOGY, Conrad Hilton 
Hotel, Chicago, Dec. 13. Dr. C. Paul Hodgkinson, 116 South Michigan 
Bivd., Chicago, Secretary. 

AMERICAN ASSOCIATION OF BLOOD BANKS, Palmer House, Chicago, Nov. 
19-21, Miss Marjorie Saunders, 3707 Gaston Ave., Dallas 10, Texas, 
Secretary, 
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AMERICAN ASSOCIATION OF Mepicat Ctiinics, Curtis Hotel, Minneapolis, 
Nov. 4-6. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., Execu- 
tive Director. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Drake Hotel, 
Chicago, Oct. 27-29. Dr. James K. Stack, 700 N. Michigan Bivd., 
Chicago 11, Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, The Homestead, 
Hot Springs, Va., Oct. 31-Nov. 2. Dr. M. N. Fulton, 124 Waterman 
St., Providence 6, R. I., Secretary. 

AMERICAN COLLEGE OF ANESTHESIOLOGISTS, Hotel Statler, Boston, Nov 
4-5. Mr. John H. Hunt, 188 West Randolph St., Chicago 1, Executive 
Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY INTERIM MEETING, Hotel Claridge, 
Memphis, Tenn., Nov. 10-12. Dr. Philip Reichert, Empire State Bidg., 
New York 1, Secretary. 

AMERICAN COLLEGE OF GASTROENTEROLOGY, Hotel Shoreland, Chicago, 
Oct. 24-26. Dr. Joseph Shaiken, 33 West 60th St., New York 23, 
Secretary 

AMERICAN COLLEGE OF SURGEONS, Conrad-Hilton Hotel, Chicago, Oct. 
31-Nov. 4. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
Secretary. 

AMERICAN DENTAL ASSOCIATION, San Francisco, Oct. 17-20. Dr. Harold 
Hillenbrand, 222 East Superior St., Chicago 11, General Secretary. 

AMERICAN HEART AssociaTION, Yung Hotel, New Orleans, Oct. 22-26. 
Mr. Irving Hexter, 44 East 23d St., New York 10, Secretary. 

AMERICAN MEDICAL WOMEN’S AssociaATION, Board Meeting, Netherlands- 
Plaza Hotel, Cincinnati, Nov. 11-13. Miss Lillian T. Majally, 1790 
Broadway, New York 19, Executive Secretary. 

AMERICAN PuBLIC HEALTH ASSOCIATION, Muehlebach Hotel and Municipal 
Auditorium, Kansas City, Mo., Nov. 14-18. Dr. Reginald M. Atwater, 
1790 Broadway, New York 19, Executive Secretary. 

AMERICAN SCHOOL HEALTH ASSOCIATION, Hotel President, Kansas City, 
Mo., Nov. 14-18. Dr. A. O. DeWeese, 515 East Main St., Kent, Ohio, 
Secretary. 

AMERICAN SOCIETY OF ANESTHESIOLOGISTS, Hotel Statler, Boston, Oct. 29- 
Nov. 3. Dr. J. Earl Remlinger Jr., Room 1101, 188 W. Randolph St, 
Chicago 1, Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Hotel Sheraton, 
Chicago, Nov. 6-7. Dr. O. J. Pollak, P.O. Box 228, Dover, Del., 
Secretary. 

AMERICAN SOCIETY OF TROPICAL MEDICINE AND HyGIeNe, Somerset Hotel, 
Boston, Nov. 2-5. Dr. John E. Larsh Jr., Dept. of Parasitology, 
School of Public Health, Chapel Hill, N. C., Secretary. 

ASSOCIATION OF AMERICAN MEDICAL COLLEGES, New Ocean House, 
Swampscott, Mass., Oct. 24-26. Dr. Dean F. Smiley, 185 N. Wabash 
Ave., Chicago 1, Secretary. 

ASSOCIATION OF LIFE INSURANCE Mepicat DirReEcTORS OF AMERICA, Hotel 
Statler, New York, Oct. 19-21. Dr. Henry B. Kirkland, P. O. Box 594, 
Newark, N. J., Secretary. 

ASSOCIATION OF MILITARY SURGEONS OF THE U., S., Hotel Statler, Wash- 
ington, D. C., Nov. 7-9. Colonel Robert E. Bitner, 1726 I St. N.W., 
Washington 6, D. C., Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL DISEASES, Hotel 
Roosevelt, New York, Dec. 9-10. Dr. Clarence C. Hare, 710 West 
168th St., New York 32, Secretary. 

ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFFICERS, Hotel Wash- 
ington, Washington, D. C., Nov. 6-12. Dr. Franklin D. Yoder, State 
Board of Health, Cheyenne, Wyo., Secretary. 

CENTRAL NEUROPSYCHIATRIC ASSOCIATION, The Broadmoor, Colorado 
Springs, Colo., Oct. 20-22. Dr. Hamilton Ford, 112 North Boulevard, 
Galveston, Tex., Secretary. 

CENTRAL SOCIETY FOR CLINICAL RESEARCH, Drake Hotel, Chicago, Nov, 
4-5. Dr. Robert H. Ebert, 950 East 59th St., Chicago 37, Secretary. 

CONGRESS OF NEUROLOGICAL SURGEONS, Hotel Statler, Los Angeles, Oct, 
27-29. Dr. Philip D. Gordy, 1007 Delaware Ave., Wilmington, Del., 
Secretary. 

Drtaware, Mepicat Society ofr, Delaware Academy of Medicine, 
Wilmington, Oct. 17-18. Dr. Norman L. Cannon, 621 Delaware Ave., 
Wilmington, Secretary. 

EASTERN SECTION, AMERICAN FEDERATION FOR CLINICAL RESEARCH, Hotel 
Warwick and College of Physician’s Building, Philadelphia, Dec. 2-3. 
Dr. Charles R. Shuman, Temple Univ. Hospital, Broad and Ontario 
Sts., Philadelphia 40, Chairman, 

GERONTOLOGICAL Society, Sheraton-Belvedere Hotel, Baltimore, Oct. 27- 
29. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

Gute Coast CiinicaL Society, Pensacola, Fla., Oct. 27-28. Dr. Barkley 
Beidleman, 1750 N. Palafox St., Pensacola, Fla., Secretary. 

INDIANA STATE Mepicat Association, French Lick Springs Hotel, French 
Lick, Oct. 16-19. Mr. James A. Waggener, 23 East Ohio St., Indi- 
anapolis 4, Executive Secretary. 

INTER-SocrETY Cy1oLoGy Counci, Statler Hotel, Cleveland, Nov. 11-12. 
Dr. Paul F. Fletcher, 634 N. Grand Blvd., St. Louis 3, Secretary. 

INTERSTATE Post GRADUATE MepicaL ASSOCIATION OF NORTH AMERICA, 
Municipal Auditorium, Milwaukee, Nov. 14-17. Mr. Roy T. Ragatz, 
207 Gay Bldg., Madison 3, Wis., Executive Director. 

MepicaL Society EXECUTIVES CONFERENCE, Parker House, Boston, Nov. 
27. Mr. H. Martin Baker, 1102 South Hillside, Witchita 17, Kansas, 
Secretary. 

MIDWESTERN SECTION OF AMERICAN FEDERATION FOR CLINICAL RESEARCH, 
Thorne Hall, Northwestern University, and Drake Hotel, Chicago, 
Nov. 3. Dr. Robert J. Glaser, Barnes Hospital, St. Louis 10, Secre- 
tary. 
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NATIONAL ASSOCIATION FOR MENTAL HEALTH, Indianapolis, Nov. 4-6. 
Mr. Robert M. Heininger, 1790 Broadway, New York 19, Director. 
New ENGLAND HEALTH EDUCATION ASSOCIATION, Boston, Dec. 2. Miss 
Wyntha Tompkins, Middlesex Health Association, Essex, Mass., Secre- 

tary. 
OxtsaHoma City CLinicat Society CONFERENCE, Oklahoma City, Oct. 24- 
27. Dr. Charles E. Leonard, 512 Medical Arts Bldg., Oklahoma City 
2. Secretary. 
OMAHA Mip-West Cuiinicat Society, Hotel Paxton, Omaha, Oct. 24-27. 
Mrs. Anne K. Ramsey, 1031 Medical Arts Bldg., Omaha 2, Executive 
Secretary 
Puerto Rico MeEpicaL Association, Santurce, Dec. 7-11. Dr. Luis R. 
Guzman-Lopez, Box 9111, Santurce, Secretary. 
REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 
Louisville, Ky., Nov. 5. Dr. Sam Overstreet, 332 West Broad- 
way, Louisville, Ky., Governor. 

Newark, N. J., Nov. 9. Dr. Edward C. Klein Jr., 6 S. Kingsman Rd., 
South Orange, N. J., Governor. 

Detrorr, Dec. 3. Dr. H. Marvin Pollard, 1313 East Ann St., Ann Arbor, 
Mich., Governor. 

Hor Sprinos, Ark., Dec. 3. Dr. A. A. Blair, 100 S. 14th St., Ft. Smith, 
Ark., Governor. 

WinsTton-SaLemM, N. C., Dec. 8. Dr. Elbert Persons, Duke Hospital, 
Durham, N. C., Governor. 

Society oF CLINICAL SuRGERY, Hotel Roosevelt, New Orleans, Nov. 11-12. 
Dr. Frank F. Allbritten Jr., University of Kansas Medical Center, 
Kansas City, Mo., Secretary. 

SOUTHERN MepicaL Association, Shamrock Hotel, Houston, Texas, Nov. 
14-17. Mr. V. O. Foster, 1020 Empire Bldg., Birmingham 3, Ala., 
Secretary-Manager. 

SOUTHERN Society OF CANcerR CytToLoGy, Houston, Texas, Nov. 14-17. 
Dr. J. Ernest Ayre, 1155 N.W. 14th St., Miami, Fla., Secretary. 

SOUTHERN SURGICAL ASSOCIATION, The Homestead, Hot Springs, Va., 
Dec, 6-8. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, Secre- 


tary. 

SOUTHWESTERN MEDICAL ASSOCIATION, Westward Ho Hotel, Phoenix, Ariz., 
Nov. 16-18. Dr. Celso C. Stapp, 800 Montana St., El Paso, Texas, 
Secretary. 

State MEDICAL JOURNAL CONFERENCE, Chicago, Nov. 7-8. Mr. Alfred J. 
Jackson, 535 N. Dearborn St., Chicago 10, Director. 

THE CONSTANTINIAN Society, Sheraton-Park Hotel, Washington, D. C., 
Oct. 26-29. Dr. C. F. Shook, P. O. Box 1035-36, Toledo 1, Ohio, Secre- 
tary. 

VirGinia, Mepicat Society oF, Hotel Jefferson, Richmond, Oct. 16-19, 
Mr. Robert I. Howard, 105 West Frankiin St., Richmond, Executive 
Secretary. 

WESTERN ORTHOPEDIC ASSOCIATION, The Reef, Honolulu, Hawaii, Nov. 
7-10. Dr. Ivar J. Larsen, 1133 Punchbowl, Honolulu 13, Hawaii, 
Secretary. 

WESTERN SOCIETY OF ELECTRO-ENCEPHALOGRAPHY, Westward Ho Hotel, 
Phoenix, Ariz., Nov. 10-12. Dr. Sylvester N. Berens, 902 Boren Ave., 
Seattle, Secretary. 

WESTERN SURGICAL ASSOCIATION, Olympic Hotel, Seattie, Dec. 1-3. Dr. 
John T. Reynolds, 612 N. Michigan Bivd., Chicago 11, Secretary, 


FOREIGN AND INTERNATIONAL 


CONFERENCE OF INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pustic, Rome, Italy, Apr. 27-May 5, 1956. Mr. Lucien Viborel, 92 
rue St. Denis, Paris 1°*, France, Secretary-General. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snelimansgatan 16 C 36, Helsinki, Finland. 

CONGRESS OF INIERNATIONAL ASSOCIATION OF LOGOPEDICS AND PHONIATRICS, 
Barcelona, Spain, Sept. 3-7, 1956. Dr. J. Perello, Provenza 319, Bar- 
celona 9, Spain, Secretary-General. 

CONGRESS OF INTERNATIONAL SOCIETY OF HEMATOLOGY, Hotel Statler, 
Boston, Mass., U.S.A., Sept. 3-8, 1956. Dr. W. C. Moloney, 39 Bay 
State Road, Boston, Mass., U.S.A., Secretary. 

CONGRESS OF INTERNATIONAL SOCIETY FOR RESEARCH ON ANESTHESIA, Miami 
Beach, Fla., U.S.A., Mar. 12-15, 1956. For information write: Dr. R. J. 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U. S. A. 

CONGRESS OF LATIN SOCIETY OF OPHTHALMOLOGY, Madrid, Spain, April 
24-28, 1956. For information address: Dr. Costi, Montalban 3, Madrid, 
Spain. 

EUROPEAN CONGRESS OF ALLERGOLOGY, Florence, Italy, May 1956. Prof. 
Umberto Serafini, Largo della Gancia 5, Rome, Italy, Secretary- 
General. 

EUROPEAN CONGRESS OF CARDIOLOGY, Stockholm, Sweden, Sept. 10-12, 
1956. Mr. Karl Erik Grewin, Sodersjukhuset, Stockholm, Sweden, Gen- 
eral Secretary. 

EURUvEAN ON VITAMIN Bw, Hamburg, Germany, May 1956. 
For informat.on write: Doz. Dr. H. Bauer, Nervenklinik. Hamburg- 
Eppendorf, Germany. 

INTERNATIONAL ACADSMY OF PATHOLOGY, Cincinnati, Ohio, U. S. 
April 24-25, 1956. Dr. F. re Mostofi, Armed Forces Institute of 
Pathology, Washington 25, D. C., U. S. A., Secretary. 

INTERNATIONAL COLLOQUIUM ON AND NEUROLEPTIC AGENTS 
IN PSYCOTHERAPY, Ste Anne Clinic of Mental Diseases, Paris, France, 
Oct. 20-22. Prof. Jean Delay, College of Medicine of Paris, 1, rue 
Caban‘o, Paris 14e, France, Chairman. 

INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Istanbul, Turkey, Sept. 
10-15, 1956. For information address: International contre |’ Alcoolisme, 
Case Gare 49, Lausanne, Switzerland. 

INTEKNALIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7°, France, Secretary General. 
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INTERNATIONAL CONGRESS OF ANTHROPOLOGICAL AND ETHNOLOGICAL Sct- 
ENCES, Philadelphia, Pa., U. S. A., Sept. 2-9, 1956. Dr. William N. 
Fenton, National Research Council, Division of Anthronology and 
Psychology, 2101 Constitution Avenue, Washington 25, D. C., U. S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Cologne, Germany, 
Aug. 19-23, 1956. Mr. Murray Kornfeld, 112 East Chestnut St., 
Chicago 11, Illinois, U. S. A., Executive Director. 

INTERNATIONAL CONGRESS OF ENTOMOLOGY, Montreal, Canada, Aug. 17-25, 
1956. Mr. J. A. Downes, Science Service Bidg., Carling Ave., Ottawa, 
Ont., Canada, Secretary. 

INTERNATIONAL CONGRESS OF GASTROENTEROLOGY, London, England, July 
18-21, 1956. Mr. Hermon Taylor, London Hospital, White Chapel, 
London E.1, England, Honorable Secretary. 

INTERNATIONAL CONGRESS FOR THE HtstToORY OF Science, Florence and 
Milan, Italy, Sept. 3-10, 1956. Dr. M. L. Bonelli, Instituto di Ottica, 
Arcetri, Florence, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF HypDAlID Disease, Athens, Greece, Sept. 
14-18, 1956. Prof. B. Kourias, Croix-Rouge Hellenique, 1 rue Mac- 
kenzie King, Athens, Greece, Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNAL MEpbIcINE, Madrid, Spain, Sept. 
19-23, 1956. Dr. J. C. De Oya and Dr. J. Gimena, Hostaleza No. 90 
Madrid, Spain, Secretaries. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Iilinois, U. S. A., Sept. 9-13, 1956. Dr. Max Thorek, 
1516 Lake Shore Drive, Chicago, Ilinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHOESOPHA- 
GOLOGy, Buenos Aires, Argentina, S. A., Oct. 28-29. Dr. Juan Carlos 
Arauz, Cangallo 4015, Buenos Aires, Argentina, S. A., Secretary General. 

INTERNATIONAL CONGRESS OF NeEO-HipPOCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Dr. Valente, 41 Avenue Verdi, Monte- 
catini Terme, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
27, 1956. Professor P. Plum, Rigshospitalet, Copenhagen, Denmark, 
President. 

INTERNATIONAL CONGRESS OF PHysICAL MEDICINE, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 

INTERNATIONAL CONGRESS OF PHYSIOPATHOLOGY OF ANIMAL REPRODUCTION 
AND ARTIFICIAL INSEMINATION, Cambridge, England, June 25-29, 1956. 
For information address: Dr. Joseph Edwards, Production Division, 
Milk Marketing Board, Thames Ditton, Surrey, England. 

INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 7, 
Mexico, Secretary General. 

INTERNATIONAL CONGRESS OF WorRLD CONFEDERATION FOR’ PHYSICAL 
THERAPY, New York, New York, U. S. A., June 17-23, 1956. For infor- 
mation address: Miss Mildred Elson, American Physical a Asso- 
ciation, 1790 Broadway, New York 19, New York, U. S. 

INTERNATIONAL GENERAL MEDICAL CONGRESS, University of an Med- 
ical College, Rosario, Argentina, S. A., Nov. 7-12. Dean Jose Imhoff, 
Santa Fé 3100, Rosario, Argentina, S. A., Chairman. 

INTERNATIONAL GENETICS SYMPOSIUM, Tokyo and Kyoto, Japan, Sept. 6-12, 
1956. For information address: Secretary, International Genetics Sym- 
posium, Science Council of Japan, Ueno Park, Tokyo, Japan. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29- 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterloo, Brusseis, 
Belgium. 

INTERNATIONAL PROFESSIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, 
Madrid, Spain, Sept. 28-29, 1956. Dr. Jacques Courtois, 1 rue Racine, 
St-Germain-en-Laye (S and QO), France, Permanent International 
Secretary-General. 

LATIN AMERICAN CONGRESS OF PaAatHolcGy, Mexico, D. F., Mexico, Dec. 
11-17. For information address: Laboratorio de Anatomia Pato‘ogica, 
Instituto N. de Cardiologia, Avenida Cuauhtemoc 300, Mexico 7, D. F., 
Mexico. 

NortH QUEENSLAND Mepicat CONFERENCE, Cairns, North Queensland, 
Australia, June 25-30, 1956. Dr. W. R. Horsfall, P.O Box 672, 
Cairns, N.Q., Australia, Secretary. 

PAN AMERICAN CONGRESS OF GASTROENTEROLOGY, Havana, Cuba, Jan. 20- 
27, 1956. For information address: Dr. Norberto M. Stapler, 1267 
J. E. Uriburu, Buenos Aires, Argentine, S. A. 

PAN AMERICAN CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Men- 
doza City, Argentina, S. A., Oct. 22-26. For informat. on address: 
Secretary, Caseros Av. 2154, Buenos Aires, Argentina, 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huertanos 930, Of. 74, Santiago, Chiie, 
Secretary General. 

PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GOLOGY, San Juan, Puerto Rico, March 8-12, 1956. Dr. C. E. Munoz 
MacCormick, Apartado 9111, Santurce, Puerto Rico, Secretary General. 

PAN AMERICAN MEpicAaL SoOcIAL CONVENTION, Bogota, Colombia, S. A., 
Oct, 15-22. Dr. Leopoldo E. Araujo, Avenida de los Presidentes Num. 
$06, Apartado 2589, La Habana, Cuba, Secretary. 

PAN AMERICAN MEDICAL WOMEN’S ALLIANCE, Santiago, Chile, March 6-13, 
1956. For information address: Dr. Eva Cutright, 458 Beall Ave., 
Wooster, Ohio, U. S. A. 

VENEZUELAN CONGRESS OF MEDICAL SCIENCES, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. dei Este, 


Caracas, Venezuela, S. A., Secretary General. 

WorLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, S, Andrea della Dame, 
19, Naples, Italy. 
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EXAMINATIONS 
AND LICENSURE 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OP ANESTHESIOLOGY: Oral. New York City, Oct. 23-27. 
Written. Various locations in United States and Canada, July 20, 1956. 
Final date for filing application is Jan. 20. Sec., Dr. Curtiss B. Hickcox, 
80 Seymour St., Hartford 15. 

AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Chicago, Nov. 30-Dec. 1. 
Subspecialties. Cardiovascular Disease. Chicago, Nov. 30. The closing 
date for acceptance of application for gastroenterology was Feb. 1, 
and for cardiovascular disease the closing date was June 1. Exec. Sec., 
Dr. William A. Werrell, 1 West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Oral examinations given in Spring and Fall. Final date for filing appli- 
cation for the Spring examination was October 1; for the Fall examina- 
tion April 1. Sec., Dr. Leonard T. Furlow, Washington University School 
ot Medicine, St. Louis 10. 


AMERICAN BOARD OF ORSTETRICS AND GYNECOLOGY: Written Examination 
and submission of Case Reports. Part I. Various locations in United 
States and Canada, and military centers outside of the Continental United 
States, Feb. 3, 1956. Final date for filing application was Oct. 1. Oral 
and Pathological Examinations. Part II. Chicago, May 11-20, 1956. Dr. 
Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. January 24-26, 1956. Prac- 
tical Examination. San Francisco, June 18-21, St. Louis, Oct. 20-25, 
Applications for 1957 written examination must be filed before July 1, 
1956. Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, Portland 
9, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Oral. Jan. 26-27. Final date 
for filing application was Aug. 15. Part I. Oral and written. Various 
centers, April 1956. Final date for filing application is Nov. 30. Sec., 
Dr. Harold A. Sofield, 116 South Michigan Ave., Chicago 3. 

AMERICAN BOARD OF PeEpraATRICS: Oral. Washington, D. C., Dec. 2-4. 
Admin. Sec., Mrs. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN BOARD OF PuHysicaL MEDICINE AND REHABILITATION. Parts 1 
and II. Chicago, June 16-17. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Certification in Public Health. 
Kansas City, Mo., Nov. 10-12. Sec.-Treas., Dr. Ernest L. Stebbins, 615 
N. Wolfe St., Baltimore 5. 

AMERICAN BOARD OF PSYCHIATRY AND Neuro.tocy: San Francisco, Oct. 
17-18; New York City, December, Philadelphia, April 16-18, 1956. Sec., 
Dr. David A. Boyd, 102-110 Second Ave. S.W., Rochester, Minn. 

AMERICAN BoaRD OF RapIoLoGy: Chicago, Dec. 4. Final date for filing 
applications for the fall examination was July 1. Candidates who will 
complete their training by Dec. 31 will be eligible to appear for this 
examination. Sec., Dr. B. R. Kirklin, Kahler Hotel Bldg., Rochester, 
Minn. 

AMERICAN BoarD OF SurGery: Part 7. Centers throughout the United 
States, in Europe and in the Far East, Oct. 26 and March 28. Closing 
date for the October examination was July 1 and for the March exami- 
nation is December 1. Part IJ. Chicago, Oct. 27-28; New York City, 
Nov. 14-15; St. Louis, Dec. 12-13; New Orleans, Jan. 16-17; Los 
Angeles, Feb. 13-14; San Francisco, Feb. 16-17; Durham, Mar. 12-13; 
Boston, May 14-15 and Philadelphia, June 4-5. Sec., Dr. John B. 
Flick, 255 S. Fifteenth St., Philadelphia 2. 


MAGAZINE-TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Sunday, Oct. 16, 1955 
NBC-TV, 2 p. m. EDT. “American Inventory.” A drama- 
tization entitled “The Ounce and the Pound” points up the 
need for developing preventive measures against mental 
illness. 
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Monday, Oct. 17, 1955 


ABC-TV, 9:30 p. m. EDT. “Medical Horizons” visits the 
University of Pennsylvania School of Medicine for a report 
on the training of a medical student. 


Wednesday, Oct. 19, 1955 


NBC-TV, 11:30 a. m. EDT. “Medical and Health News” 
with Howard Whitman, a regular segment of the “Home” 
show. 


Monday, Oct. 24, 1955 
NBC-TV, 9 p. m. EDT. “Medic,” in a story titled “When 
I Was Young,” tells of a woman going through menopause 
and explains medicine’s new methods of dealing with it. 
ABC-TV, 9:30 p. m. EDT. “Medical Horizons” shows the 
rigorous activities of residency training in a presentation 
from Johns Hopkins Hospital in Baltimore. 


MAGAZINES 
Look, Nov. 1, 1955 (On newsstands Oct. 18) 

“Why Doctors Face So Many Law Suits,” by Louis J. Regan, 

M.D., LL.B. 
The author points out that the increased number of mal- 
practice suits against doctors do not “reflect a lessening of 
efficiency or training or dedication on the part of doctors.” 
He says: “In terms of the many millions of medical cases 
which are treated each year by the nation’s physicians, there 
has been no increase in actual malpractice; there has been, 
however, a staggering increase in the number of malpractice 
claims.” The article includes an outline of a doctor’s legal 
obligations, a summary of what medical societies are doing 
to prevent or reduce malpractice cases, and “advice” to 
patients that, if followed, would cut down the number of 
unjustified claims. 

Prairie Farmer, Oct. 1, 1955 

“More Doctors for Rural Communities,” by Paul C. Johnson 
Ten years ago farm folks were very much worried about 
the shortage of rural doctors, but this problem is “well on 
the way to being solved.” Mr. Johnson, the editor of 
Prairie Farmer, attributes the progress to “a great surge of 
interest in rural health by the communities themselves” and 
“direct attack on the problem .. . by the doctors, work- 
ing through the American Medical Association and state 
and county medical societies.” The article tells in detail 
about the work of the American Medical Association's 
Council on Rural Health. 


Harper’s Magazine, Octeber, 1955 
“Alvarez: Everybody's Family Doctor,” by Greer Williams 
A profile of Walter Clement Alvarez, M.D., former Mayo 
Clinic physician who now devotes his time to writing and 
editing. 
The American Weekly, Oct. 16, 1955 
“The Sick Mind,” by John Gunther 
Patients at Creedmoor State Hospital, Queens Village, 


N. Y., are kept busy with recreation and occupational 
therapy as a part of their treatment for mental illness. 
Saturday Evening Post, Oct. 8, 1955 
“Good News for Disabled Wage Earners,” by Richard Carter 
“With parallel spurts in activity on the part of industry 
and labor, it is entirely possible that, within the next decade, 
America’s skilled working men and women, its most 
precious resource, will all be protected by rehabilitation 
programs.” The article reports on efforts of private in- 
surance companies, workmen’s compensation boards, and 
labor organizations to rehabilitate injured workers. 
Ladies’ Home Journal, October, 1955 
“New Hope for Scarred Skins,” by Dawn Crowell Norman 
Personal experience story of a housewife who had surgical 
planing treatment for her scarred face. Accompanying the 
article is a statement by George M. Lewis, M.D., president, 
American Board of Dermatology and Syphilology, that 
gives scientific information on the procedure and estimates 
the cost. 
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DEATHS 


Strong, Robert Alexander, Pass Christian, Miss.; born in New 
Orleans Nov. 17, 1884; Medical Department of Tulane Univer- 
sity of Louisiana, New Orleans, 1907; from 1929 to 1944 pro- 
fessor and head of the department of pediatrics at his alma 
mater, where he joined the faculty in 1912 as assistant in dis- 
eases of children and later became instructor in diseases of 
children, lecturer and instructor in diseases of children, assistant 
professor of pediatrics, clinical professor of pediatrics, and pro- 
fessor of clinical pediatrics, resigning at the close of session 
1922-1923; from 1929 to 1944 he was professor of pediatrics, 
faculty of the Graduate School of Medicine of Tulane Univer- 
sity, and from 1937 to 1944 was professor of pediatrics in the 
department of graduate medical studies; specialist certified by 
the American Board of Pediatrics; past vice-president of the 
Mississippi State Medical Association and the Association of 
American Teachers of the Diseases of Children; past-president 
of the Louisiana State Pediatric Society; chairman of the section 
on pediatrics of the Southern Medical Association from 1926 
to 1927; charter member and fellow of the American Academy 
of Pediatrics and from 1930 to 1940 Louisiana state chairman 
for region 2; charter member and past-president of the Aero 
Medical Association of the United States; member of the board 
of administrators, New Orleans Child Guidance Clinic, 1930- 
1932; served during World Wars I and II; formerly on the staffs 
of the Charity Hospital, Presbyterian Hospital, Touro Infirmary, 
and the Baptist Hospital; editor-in-chief of the Journal of Avi- 
ation Medicine when it was organized in 1930 and served as a 
member of the advisory editorial board; served as editor of the 
International Medical Digest, on the board of editorial collabora- 
tors of the Archives of Pediatrics, and as a member of the ad- 
visory editorial board, American Journal of Syphilis and Journal 
of Pediatrics; at one time editor-in-chief, Orleans Parish Medical 
Society Bulletin; for many years member of the editorial board 
of Advances in Pediatrics; author of numerous articles in various 
medical journals; died Aug. 7, aged 70. 


Key, John Albert ® St. Louis; born in Jackson, Miss., April 21, 
1890; Johns Hopkins University School of Medicine, Baltimore, 
1918; interned at the Massachusetts General Hospital and the 
Children’s Hospital in Boston; in 1921-1922 instructor of applied 
physiology at Harvard Medical School, Boston; served as pro- 
fessor of clinical orthopedic surgery at Washington University 
School of Medicine; specialist certified by the American Board 
of Orthopaedic Surgery; vice-chairman, Section on Orthopedic 
Surgery, 1939-1940, and chairman, 1940-1941, of the American 
Medical Association; past-president of the American Ortho- 
paedic Association; member of the American Surgical Associ- 
ation, Clinical Orthopaedic Society, Southern Surgical Associa- 
tion, and the American Academy of Orthopaedic Society; fellow 
of the American College of Surgeons; served during World War 
1; on the staffs of the Barnes, St. Louis Children’s, St. Louis City 
and Jewish hospitals, and the Shriners Hospital for Crippled 
Children; joint author with Dr. H. Earle Conwell of “Manage- 
ment of Fractures, Dislocations and Sprains”; died at his sum- 
mer home in Wesco, Mo., Aug. 6, aged 65, of coronary 
thrombosis. 


Taylor, Malcolm Cushing ® Cincinnati; born in Boston June 
5, 1901; Harvard Medical School, Boston, 1929; specialist 
certified by the American Board of Psychiatry and Neurology; 
served in the U. S. Army Air Force from 1942 to 1946; fellow 
of the American Psychiatric Association; charter member of 
the New Jersey Neuropsychiatric Society; member of the New 
England Society of Psychiatry; assistant physician at the New 
Jersey State Hospital in Greystone Park, N. J., from 1931 to 
1939; assistant in neurology at the Vanderbilt Clinic, Presby- 
terian Hospital, New York City, from 1939 to 1942; consultant 
in neuropsychiatry at the Morristown Memorial Hospital in 
Morristown, N. J., from 1939 to 1942; senior psychiatrist at the 
Columbus (Ohio) State Hospital, 1947-1948; clinical director 


@ Indicates Member of the American Medical Association, 


of the Arizona State Hospital in Phoenix, Ariz., 1948-1949, 
when he became clinical director of the Norwich (Conn.) State 
Hospital, serving from 1949 to May, 1955; since May 16, 1955, 
assistant superintendent of the Rollman Receiving Hospital; died 
Aug. 22, aged 54, of coronary occlusion, 


Randel, Henry Andreas ® Fresno, Calif.; born in Berwick, Pa., 
April 16, 1902; Northwestern University Medical School, 
1929; specialist certified by the American Board of Internal 
Medicine; served as chairman of the council on rural health of 
the California Medical Association; member of the House of 
Delegates of the American Medical Association in 1953 and 
since 1954 a member of the Council on Rural Health; fellow of 
the American College of Chest Physicians; member of the 
National Tuberculosis Association, the American Trudeau Soci- 
ety, and the American Heart Association; served as president of 
the Fresno County Tuberculosis Association, of which he was 
director for 12 years; on the staffs of the Fresno Community 
Hospital, General Hospital of Fresno County, where he interned, 
and St. Agnes Hospital; died in Morro Bay in August, aged 53. 


Kagan, Solomon R., Boston; born in Orany, Lithuania, Dec. 15, 
1889; an ordained rabbi; University of Dorpat Faculty of Medi- 
cine, Russia, 1917; the next five years he served as government 
physician in the Crimea and as health officer in Rostov-on-the 
Don; came to the United States in 1922; practiced medicine in 
Springfield and then in Roxbury, Mass.; in 1929 appointed a 
member of the staff of the Jewish Memorial Hospital in Rox- 
bury; held honorary membership in the Eugene Field Society and 
in the Israel Society of Medical History; author of “Researches 
in Hebrew Literature,” “American Jewish Physicians of Note,” 
“Jewish Contributions to Medicine in America,” “Jewish Medi- 
cine,” “Life and Letters of Fielding H. Garrison,” and others; 
formerly associate editor of “Medical Leaves”; editor of the 
“Victor Robinson Memorial Volume” and of the “Abraham Lev- 
inson Anniversary Volume”; a member of the editorial board of 
Clinical Medicine; associate editor of The Medical Way; died 
in the Beth Israel Hospital July 28, aged 65, of cerebral vascu- 
lar accident. 


Yaskin, Joseph Charles ® Philadelphia; born Aug. 1, 1891; 
Medico-Chirurgical College of Philadelphia, 1914; professor of 
neurology at the Graduate School of Medicine of the University 
of Pennsylvania and assistant professor of psychiatry at the Uni- 
versity of Pennsylvania School of Medicine; specialist certified by 
the American Board of Psychiatry and Neurology; member of 
the American Neurological Association, American Psychiatric 
Association, and the Association for Research in Nervous and 
Mental Diseases; past-president of the Philadelphia Neurological 
Society and the Philadelphia Psychiatric Society; served during 
World War I; received citations from two Presidents for his work 
with the Selective Service System; psychiatric consultant to the 
Army, Navy, and Veterans Administration; on the staffs of the 
Philadelphia Psychiatric, Philadelphia General, and Pennsylvania 
hospitals and the Graduate Hospital, where he died Aug. 10, aged 
64, of coronary thrombosis. 


Baker, May Davis, Rutledge, Pa.; Howard University College 
of Medicine, Washington, D. C., 1896; member of the Medical 
Society of the District of Columbia; died Aug. 22, aged 89, of 
arterioscierotic heart disease. 


Barrett, Frederick J.. Kenmore, N. Y.; University of Buffalo 
School of Medicine, 1897; formerly practiced in Buffalo, where 
he was on the staff of the Buffalo Eye and Ear Infirmary; died 
Aug. 17, aged 81, of arteriosclerotic heart disease. 


Belnap, H. Earl ® Sparks, Nevada; University of Illinois College 
of Medicine, Chicago, 1924; past-president of the Washoe County 
Medical Society; member of the American Academy of General 
Practice; formerly on the state board of health; served during 
World War I; past-president of the Sparks Lions Club; died in 
Reno June 29, aged 64, of acute myocardial infarction and 
hypertension. 
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Buchanan, Edwin Porter ® Pittsburgh; Harvard Medical School, 
Boston, 1917; professor of surgery at the University of Pitts- 
burgh School of Medicine; specialist certified by the American 
Board of Surgery: fellow of the American College of Surgeons; 
served overseas Guring World War I; a divector of the Pittsburgh 
Skin and Cancer Foundation; on the staff of the Mercy Hospital; 
died in Beverly, Mass., July 11, aged 65, of emphysema and 
congestive heart disease. 


Chowning, William C. * New Smyrna Beach, Fla.; University 
of Maryland School of Medicine, Baltimore, 1904; died June 
24, aged 72, of congestive heart disease. 


Christman, Paul William ® Sacramento, Calif.; Johns Hopkins 
University School of Medicine, Baltimore, 1916; member of the 
California Society of Pathologists and the Sacramento Society 
for Medical Improvement; on the staff of Mercy Hospital; died 
June 23, aged 65, of coronary occlusion. 


Dando, George H. ® Hartford City, Ind.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, Chicago, 1905; died June 28, aged 87, of cancer of 
the stomach. 


DiPasquale, Stephen Gaspar ® Buffalo: University of Buffalo 
School of Medicine, 1929; interned at the Sisters of Charity 
Hospital, where he was on the staff and where he died June 1, 
aged 50, of a fracture of the skull. 


Duckworth, Milton ® Carolina, R. I.; College of Physicians and 
Surgeons, Boston, 1900; served as a member of the House and 
Senate in the Rhode Island General Assembly; town council 
president, town health officer, state medical examiner, and 
superintendent of Charlestown schools; died Aug. 26, aged 80, 
of coronary thrombosis. 


Duncan, Isaac Greenwood ® Memphis, Tenn.; College of Physi- 
cians and Surgeons, Memphis, 1909; specialist certified by the 
American Board of Urology; formerly on the faculty of the 
University of Tennessee College of Medicine; member of the 
American Urological Association; fellow of the American Col- 
lege of Surgeons; past-president of the Memphis Urological 
Society; served on the staffs of the Methodist, St. Joseph’s, and 
Baptist hospitals; died July 24, aged 70, of coronary thrombosis. 


Goff, Milton Guy, Utica, Mich.; Detroit Homeopathic College, 
1905; died in St. John’s Hospital, Detroit, June 28, aged 74, 
of ruptured aneurysm of the abdominal aorta. 


Hall, Philip Vought ® Moline, Ill.; Chicago Medical School, 
1936; member of the American Society of Anesthesiologists; 
served during World War II; died in Nanuet, N. Y., June 16, 
aged 48, of brain abscess. 


Haynes, Halbert Andrew *® Chicago; University of Louisville 
(Ky.) Medical Department, 1898; interned at the Illinois Charit- 
able Eye and Ear Infirmary; served during World War I; spe- 
cialist certified by the American Board of Ophthalmology; died 
in St. Petersburg, Fla., July 5, aged 84, of acute cholelithiasis. 


Henderson, Abby May, Niles, Mich.; University of Colorado 
School of Medicine, Denver, 1912; on the staff of Powating 
Hospital; died July 26, aged 75, of carcinoma of the uterus. 


Jones, Charles Bonham, Knoxville, Tenn.; Kentucky School of 
Medicine, Louisville, 1898; for many years president of the 
board of Fort Sanders Hospital; at one time on the faculty of 
Lincoln Memorial University Medica! Department; died in the 
Fort Sanders Presbyterian Hospital Aug. 11, aged 88, of cancer 
of the prostate and pneumonia. 


Kauffman, William Allen ® Marshalltown, Iowa; State Univer- 
sity of lowa College of Homeopathic Medicine, Lowa City, 1898; 
on the staffs of St. Thomas Mercy Hospital and the Evangelical 
Hospital, where he died July 29, aged 81, of arteriosclerotic 
heart disease. 


Keneipp, Edgar Percy, Sterling, Va.; George Washington Uni- 
versity School of Medicine, Washington, D. C., 1909; died 
July 7, aged 90. 


Keyser, Carl Shurz ® Washington, D. C.; Columbian University 
Medical Department, Washington, 1898; formerly on the staff 
of the Garfield Memorial Hospital; died July 22, aged 83, of 
arteriosclerotic heart disease. 
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Landham, Jackson Wiley ® Atlanta, Ga.; Atlanta School of 
Medicine, 1911; specialist certified by the American Board of 
Radiology: member of the Radiological Society of North 
America, Georgia Radiological Society, and the American Col- 
lege of Radiology: chief roentgenologist, St. Joseph’s Infirmary, 
Visiting roentgenologist at the Piedmont Hospital, Grady Me- 
morial Hospital, Georgia Baptist Hospital, and the Crawford 
W. Long Memorial Hospital, where he died July 1, aged 7], 
of ruptured duodenal ulcer. 


Lester, Herry Sumner * Streator, Ill.; State University of Iowa 
Ceéliege of Medicine, lowa City, 1898; member of the American 
Academy of Ophthalmology and Otolaryngology; formerly 
mayor of Streator; veteran of World War I; for two terms 
county coroner; for years served on the public school board; on 
the staff of St. Mary’s Hospital; died in Veterans Administration 
Hospital, Dwight, June 24, aged 84, of cerebral vascular ac- 
cident and arteriosclerotic heart disease. 


Lightstone, Abraham * New York City; University and Bellevue 
Hospital Medical College, New York City, 1902; fellow of the 
American College of Surgeons; taught at New York University 
and Fordham University; served on the staffs of the Sydenham 
and Jewish Memorial hospitals; died in Atlantic Beach, L. L, 
Aug. 6, aged 80, of coronary disease. 


Little, George Reed, Wichita, Kan.; Northwestern University 
Medical School, Chicago, 1907; served on the board of the Wes- 
ley Hospital; died near Lamar, Colo., July 13, aged 75, of myo- 
cardial infarction. 

Lendrigan, Joseph Francis If ® Hoboken, N. J.; St. Louis 
University School of Medicine, 1937; fellow of the American 
College of Surgeons; served overseas during World War II; 
member of the Hudson County Mosquito Commission; physician 
and surgeon for the city fire department; on the staff of the 
Jersey City Medical Center: interned at St. Mary’s Hospital, 
where he was a member of the staff and where he died Aug. 1, 
aged 46. 


Lengenecker, Charles Willard * Kingman, Kan.; Kansas City 
(Mo.) Medical College, 1899; veteran of World War I; served 
as county health officer and coroner; died Aug. 6, aged 83, of 
arteriosclerosis. 

McCarver, William C. ® Vidette, Ga.; Memphis (Tenn.) Hos- 
pital Medical College, 1910; on the staff of the Burke County 
Hospital in Waynesboro; died in the University Hospital, Au- 
gusta, July 24, aged 72, of cerebral hemorrhage. 


McGrail, Matthew Augustine ® Bradford, Pa.; University of 
Pittsburgh School of Medicine, 1931; interned at the Allegheny 
General Hospital in Pittsburgh and the Clearfield (Pa.) Hospital; 
served in the U. S. Naval Reserve during World War II; on the 
staff of the Bradford Hospital; died in the Warren (Pa.) General 
Hospital June 21, aged 52, of acute myocardial infarction. 


Mclntyre, Douglas, St. John, Wash.; Georgetown University 
School of Medicine, Washington, D. C., 1901; past-president 
of the Whitman County Medical Society; formerly mayor and 
member of the school board; served during World War I; died 
July 25, aged 79, of chronic pyelonephritis. 


Maloney, Arnold Hamilton, Charlotte Amalie, V. IL; Indiana 
University School of Medicine, Indianapolis, 1929; on the staff 
of the Knud Hansen Memorial Hospital; formerly on the faculty 
of Howard University School of Medicine in Washington, 
D. C.; died in Freedmen’s Hospital, Washington, D. C., Aug. 5, 
aged 67, of myocardial infarction. 


Manson, Richard Hawes ® McKenney, Va.; University College 
of Medicine, Ricnmond, 1905; died in Petersburg July 3, aged 
72, of cerebral hemorrhage. 


Mason, David Adams ® Selma, Ala.; Maryland Medical College, 
Baltimore, 1904; on the staffs of the Good Samaritan Hospital 
and Selma Baptist Hospital, where he died Aug. 8, aged 73. 
Meacham, Hubert Franklin ® EF] Paso, Texas; University of Illi- 
nois College of Medicine, Chicago, 1916; formerly practiced 
in Chicago, where he was on the staffs of the Bethany and Gar- 
field Park Community hospitals; member of the Illinois State 
Medical Society; died in La Jolla, Calif., July 29, aged 64, of 
arteriosclerosis and myocardial infarction. 
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Meagher, John Ignatius ® Colonel, U. S. Army, retired, College 
Park, Md.; Fordham University School of Medicine, New York 
City, 1913; entered the Medical Corps of the U. S. Army Nov. 
30, 1920, and retired Sept. 30, 1949, for disability in line of 
duty; served during World Wars i and II; assistant director of 
student health, University of Maryland; died in the Walter Reed 
Army Hospital, Washington, D. C., Aug. 1, aged 65, of myo- 
cardial infarction. 


Miller, William John, Estacada, Ore.; University of Oregon 
Medical School, Portland, 1910; died in Gresham April 30, aged 
75, of cancer. 

Nassar, Naif Easa ® Chicago; College of Physicians and Sur- 
geons of Chicago, School of Medicine of the University of 
Illinois, 1909; on the staff of the Illinois Masonic Hospital, where 
he died Aug. 24, aged 68, of bronchiogenic carcinoma. 


Nicholson, John Henry * Hart, Mich.; Detroit College of 
Medicine, 1897; for 25 years treasurer of the Oceana Hospital, 
where he died Aug. 6, aged 86, of duodenal ulcer. 


Norrel, John W., Indianapolis; Western Reserve University 
Medical Department, Cleveland, 1898; died June 17, aged 81, of 
cardiovascular disease. 

Owen, James Alexander * Detroit; Meharry Medical College, 
Nashville, Tenn., 1916; served as president of the board of 
trustees of the Wilberforce University in Cleveland; died in the 
Wayne Diagnostic Hospital July 6, aged 63, of monocytic 
leukemia. 

Pattison, Jean Harwood, New York City; Cornell University 
Medical College, New York City, 1919; member of the Medi- 
cal Society of the State of New York; for many years associated 
with the St. Luke’s Hospital; formerly on the staff of Bellevue 
Hespital; died in Falmouth, Mass., May 31, aged 68, of car- 
cinoma of the pancreas. 


Pavlides, Theodosios Demetrios Khadzi-Tolosogleu, Fresno, 
Calif.; National University of Athens School of Medicine, 
Greece, 1911; for many years practiced in San Francisco, where 
he was chief of staff at the Franklin Hospital; died Aug. 23, 
aged 6S. 


Perry, Benjamin, Chicago; College of Physicians and Surgeons 
of Chicago, School of Medicine of the University of Illinois, 
1905; retired city and federal food inspector; died Aug. 6, aged 
78, of coronary occlusion. 


Peters, Edgar, Miami, Fla.; Atlanta School of Medicine, 1911; 
member of the Florida Medical Association; in 1915 president 
of the Dade County Medical Association; from 1912 to 1915 
first health officer for the City of Miami; on the staff of the 
Jackson Memorial Hospital from 1922 to 1952; died July 16, 
aged 69, of bronchopneumonia and arteriosclerosis. 


Ruddick, Hobart Conway ® Evansville, Ind.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the Uni- 
versity of Illinois, 1912; past-president of the Vanderburgh 
County Medical Society; past-president of the Indiana State 
Board of Medical Registration and Examination; formerly mem- 
ber of the city board of education; on the staffs of the Protestant 
Deaconess Hospita!, Welborn Memorial Baptist Hospital, and 
St. Mary’s Hospital, where he died July 28, aged 69, of amyo- 
trophic lateral sclerosis. 

Russell, Eldon Leo # Cleveland; Western Reserve University 
School of Medicine, Cleveland, 1921; interned at the Cleveland 
City Hospital; for many years physician on the medical staff of 
the city board of education; member of the Cleveland Academy 
of Medicine; on the staff of the Evangelical Deaconess Hospital, 
where he died Aug. 22, aged 62, of leukemia. 

Schlesman, Charles Harry ® Allentown, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1897; an 
associate member of the American Medical Association; on the 
staff of the Allentown Hospital and the Sacred Heart Hospital, 
where he died July 19, aged 84, of ruptured duodenal ulcer. 


Schmit, Felix ® Milwaukee; Milwaukee Medical College, 1900; 
on the staffs of St. Michael, St. Joseph’s, and St. Anthony’s 
hospitals; died July 24, aged 82, of chronic myocardial degenera- 
tion and arteriosclerosis. 
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Schneider, Elias ® New York City; University of St. Andrews 
Conjoint Medical School, St. Andrews and Dundee, Scotland, 
1934; specialist certified by the American Board of Psychiatry 
and Neurology; member of the American Psychosomatic Soci- 
ety; served during World War II; formerly a resident in the New 
York State Psychiatric Institute and Hospital; died in the Mount 
Sinai Hospital June 20, aged 47, of a heart attack. 


Siefert, Carl Fred, Milwaukee; Rush Medical College, Chicago, 
1903; served on the staffs of the Deaconess and Mount Sinai 
hospitals; died in the Milwaukee County Hospital, Wauwatosa, 
Wis., July 19, aged 76, of bronchopneumonia, cerebral throm- 
bosis with infarction, and arteriosclerosis. 

Terrell, Earley Thomas Jr. ® Richmond, Va.; Medical College 
of Virginia, Richmond, 1929; specialist certified by the American 
Board of Psychiatry and Neurology; member of the Richmond 
Academy of Medicine and the American Psychiatric Associ- 
ation; served in the U. S. Naval Reserve during World War II; 
at one time on the staff of the Eastern State Hospital in Williams- 
burg: on the staff of the Veterans Administration Hospital, 
where he died July 17, aged 48, of carcinoma of the stomach. 


Thornton, Ross Cook Blakeney, Vale, Ore.; University of Oregon 
Medical School, Portland, 1931; interned at the Multnomah Hos- 
pital in Portland; on the staff of the Malheur Memorial Hospital 
in Nyssa; died July 25, aged 53, of coronary thrombosis. 


Tomlinson, Carlton Hagg * Indianapolis; Medical College of 
Indiana, Indianapolis, 1895; for many years county health com- 
missioner; on the staff of the Riverview Hospital in Noblesville, 
where he died June 20, aged 86, of cardiorenal disease. 


Trimble, William Hugh ® Atlanta, Ga.; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1927; fellow of the 
American College of Physicians; specialist certified by the Ameri- 
can Board of Internal Medicine; served during World War II: 
on the faculty of the Emory University School of Medicine; on 
the staffs of the Emory University, Georgia Baptist and Pied- 
mont hospitals; died July 26, aged 52, of adenocarcinoma of 
the lung. 


Varner, Winter Thomas *# Flushing, Ohio; University of Pitts- 
burgh School of Medicine, 1938; served during World War I; 
died July 1, aged 42, of a heart attack. 


Walsh, Edward Francis ® Castle Point, N. Y.; Fordham Univer- 
sity School of Medicine, New York City, 1911; formerly prac- 
ticed in New York City, where he was on the staffs of the New 
York Foundling Hospital, Misericordia Hospital, and St. Vin- 
cent’s Hospital, where he interned; served on the staff of the 
Mary Immaculate Hospital in Jamaica; chief physician at the 
Veterans Administration Hospital; died in Beacon June 26, 
aged 70, of pneumonia. 


Williams, Harry George * Burlington, Vt.; University of Ver- 
mont College of Medicine, Burlington, 1906; member of the 
New Hampshire Medical Society; formerly practiced in Keene, 
N. H., where he was on the staff of the Elliot Community 
Hospital; died July 30, aged 71, of cancer of the pancreas 
and liver. 

Wilson, Edmund Winfred ® Larchmont, N. Y.; Tufts College 
Medical School, Boston, 1907; an associate member of the 
American Medical Association; for many years assistant super- 
intendent of the Boston City Hospital; formerly affiliated with 
the medical department of the Metropolitan Life Insurance Com- 
pany; died in the New Rochelle (N. Y.) Hospital Aug. 14, aged 
70, of cirrhosis of the liver. 

Wolff, Maurice Wolkowitz, New Rochelle, N. Y.; Albany (N. Y.) 
Medical College, 1904; resident at the Passaic County Welfare 
Home (Hope Dell) in Paterson, N. J., where he died Aug. 6, 
aged 74, of coronary occlusion, 


Wonka, Warren Joseph, Sarasota, Fla.; Harvard Medical School, 
Boston, 1949; served an internship and residency at the Charity 
Hospital of Louisiana in New Orleans; an officer in the Medical 
Corps of the U. S. Army Reserve from July 1, 1953, to June 30, 
1955, when he was retired for disability; certified by the National 
Board of Medical Examiners; died in North Hills, N. Y., July 19, 
aged 31, of carcinoma of the lung and liver. 
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AUSTRIA 


Solitary Pelvic Kidney.—At the meeting of the Austrian Society 
of Urology on April 27, Dr. Pfeiffer reported on a 35-year-old 
man who had a solitary kidney on the left side. The patient was 
hospitalized because of colic-like pains, but his symptoms sub- 
sided within a few days. He was subjected to intravenous pye- 
lography, retrograde pyelography, pneumoradiography, and aor- 
tography, but none of these examinations revealed a second 
kidney. He also had spina bifida, testicular atrophy on the left 
side, and azoospermia. There was no renal decompensation. 


Unusual Form of Perinephritis.—At the same meeting Dr. Ubel- 
hor told of a 32-year-old patient with severe pains in the right 
lumbar region of several months’ duration that could be sup- 
pressed only by narcotics. The pyelograms did not permit 
a definite diagnosis. Surgical exposure of the kidney showed 
the entire anterior surface of the kidney to be covered with a 
sugar-icing-like covering that fluctuated. Puncture revealed 
a clear ropy fluid, which could be drawn out into a thread. The 
entire formation could be stripped off of the kidney without much 
bleeding, because it had a thick, fibrous wall. The patient was 
free from symptoms during the months following this operation, 
and there were no changes in the pyelographic pictures. 


Effect of Estrogens on the Testes.—At the same meeting Dr. 
Zehetgruber discussed the step-like progression of the effects of 
estrogen treatment on the basis of histological sections of testes 
obtained from patients with carcinoma of the prostate. During 
the early part of the treatment, interstitial edema develops, 
which leads to nutritional changes within the tubules. During 
the next stage immature seminiferous cells slough off into the 
lumen of the tubules, and the basal membrane becomes in- 
creasingly thick. In the terminal stage, after prolonged treat- 
ment, fibrosis of the testis, accompanied by hyalinization of the 
basal membrane, results. The interstitial cells generally remain 
unchanged. In patients in whom the prostatic carcinoma re- 
mained untreated, testicular sections were studied before and 
after intravenous treatment with phosphorylated diethylstilbes- 
trol. The sections revealed the pronounced effect exerted by this 
preparation within a short time. The effects produced by corti- 
sone consisted chiefly in changes and disturbances in mitosis; 
otherwise the changes were similar to those induced by estro- 
gens. The testicular biopsies were obtained by stab incisions 
into the tunica albuginea. A piece the size of a pea was re- 
moved from the parenchymatous material oozing through the 
stab wound, and the opening was closed. The sections were ob- 
tained mostly from material that became available as the result 
of therapeutic orchiectomies. 


BRAZIL 


Repeated Cesarean Section.—To determine whether repeated 
esarean sections are technically more difficult and more danger- 
ous to the patient than the first operation, Araujo and Neme 
studied the records of 951 patients on whom cesarean sections 
were performed. Of these patients, 133, or 14%, had had 
repeated cesarean sections (An. brasil. ginec. 20:253, 1955). 
In 120 of the 133 patients the operation had been performed 
twice, and in 13, three times. Pelvic contraction was the indica- 
tion for operation in 89, cervical dystocia in 17, placenta previa 
in 6, cephalopelvic disproportion in 4, functional dystocia and 
difficult presentation in 3, previous tumor and incomplete uterine 
rupture in 2, and fetal anoxia associated with placenta previa in 
one. Uterine rupture occurred in only three patients, and the 
integrity of the uterus was preserved in five patients in spite of 
the presence of Bandl’s ring. In the repeated cesarean sections, 
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spinal anesthesia was used in 71%, while in the first section it 
was used in 66%. Low transverse section was used in 95.4%, and 
in 4.6% corporal section was performed because of technical 
difficulties created by adhesions. While the maternal fatality rate 
was 3.6% in the first cesarean sections, in repeated sections it 
was only 0.75%. The fetal mortality rate was 9.4° for the first 
cesarean sections and 3.7% for the repeated sections. These im- 
proved results of repeated sections are attributed by the authors 
to better care of the patients and the anticipation of difficulties 
connected with the repetition of the procedure. 


High Caloric Value in Parenteral Feeding.—After major opera- 
tions performed on the esophagus and the stomach and after 
multiple visceral resections, it is necessary to see that the patient 
gets enough water, electrolytes, proteins, and calories. Owing 
to the difficulty of introducing fat directly into the veins to fur- 
nish an adequate supply of calories, surgeons are more and more 
resorting to alcohol as an abundant source of energy. Dr. 
Fernando Paulino in Revista brasileira de cirurgia (29:339, 1955) 
reported a study of this procedure in 200 patients on whom he 
performed major operations. These patients received intrave- 
nously a total of 1,600 liters of solutions containing 10° dex- 
trose, 5% amino acids, 9% alcohol, and electrolytes and vita- 
mins. No serious accidents were observed. The solution yields 
about 1,000 calories per liter, thus giving the patients an ade- 
quate caloric intake without danger of superhydration. A group 
of 30 patients was studied in regard to water; total nitrogen, so- 
dium, and potassium balance; glycosuria if any; and the nonpro- 
tein nitrogen level in the blood. The study revealed that (1) 
positive nitrogen balance could be maintained by parenteral 
therapy alone; (2) the intravenous use of alcohol did not inter- 
fere with the water, sodium, and potassium balance or the non- 
protein nitrogen level; and (3) glycosuria seldom occurred and 
could be corrected by reducing the speed of the infusion. 


ENGLAND 


Mental Hospital Reports.—The annual report of the Crichton 
Royal Hospital, Dumfries, states that electroconvulsive therapy 
is the treatment of choice in manic-depressive disorders and 
involutional melancholia and insulin coma therapy is recom- 
mended for schizophrenia. Thiopental and succinylcholine are 
being used increasingly with electroconvulsive therapy. Disul- 
firam continues to be used in selected patients with alcoholism, 
but always in conjunction with psychotherapy and such other 
treatment as insulin and large doses of vitamins, which have 
been found useful in chronic alcoholism. Modified insulin 
therapy, carbon dioxide therapy, abreactive therapy, acetyl- 
choline injections, and prolonged narcosis continued to be used 
in selected patients with neuroses and mild psychoses. During 
the year 19 standard leukotomies were performed. Fully one- 
third of those who had this operation have been discharged as 
socially recovered, and, of these, the majority are gainfully 
employed. Another third are much improved though still re- 
quiring hospitalization. The best results continue to be obtained 
in those whose preoperative personalities were largely intact and 
who had well-adapted personalities before their breakdown, In 
appraising these results it is necessary to bear in mind that with 
few exceptions the patients operated on were schizophrenics who 
failed to respond to other methods of treatment and who were 
otherwise destined to spend the remainder of their lives as severe 
mental invalids. To date, 491 leukotomies have been performed 
on 450 patients. 

In the department of clinical research, work was continued 
on the biochemical aspects of the mechanism of action of 
d-lysergic acid diethylamide. In vitro studies of the effect of the 
drug did not confirm earlier findings that small concentra- 
tions of it stimulated cerebral respiration. At high concentrations 
of d-lysergic acid diethylamide, however, the respiration of 
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cerebral homogenates and slices was inhibited 15 and 25% re- 
spectively. This inhibition was also obtained with the related 
monoethylamide and when the substrate was pyruvate instead 
of glucose. In liver preparations a much smaller inhibition of 
respiration occurred at the high concentration of d-lysergic acid 
diethylamide. In view of the suggestion that a previous injection 
of nicotinic acid prevented the symptoms of d-lysergic acid di- 
ethylamide intoxication, thus indicating that the drug might act 
by inhibiting the pyridine-nucleotide-dependent enzymes, the 
effect of diphosphopyridine nucleotide on the inhibition by 
d-lysergic acid diethylamide of cerebral respiration was investi- 
gated, but with negative results. The observation that the drug 
affected the metabolism of hexosemonophosphate was reinvesti- 
gated, using revised techniques. The hexosemonophosphate 
changes in vivo were shown to be possibly due to a response 
in the formed elements of the blood to d-lysergic acid diethyl- 
amide. Attention has also been directed to S-hydroxytryptamine, 
which is reported as having a wide natural distribution in the 
central nervous system; one of its observed actions (that on 
smooth muscle) is inhibited by d-lysergic acid diethylamide and 
other structurally related “hallucinogens.” 

At the Retreat, York, insulin coma is the treatment of choice 
for schizophrenia as in the Crichton Royal Hospital. During 
the year this treatment was given to 46 patients, of whom 25 
received substantial benefit. Electroshock was the main form 
of treatment in psychotic depression of the so-called endogenous 
type. About 66% of this treatment is now given with thiopental 
and succinylcholine in specially equipped centers. Given by 
experienced hands the treatment is safe, but the highest stand- 
ard of safety is best maintained by carrying it out in a properly 
equipped center where everything is immediately available for 
even the most unlikely contingency. The treatment may be given 
to Outpatients only if exceptional circumstances make it essen- 
tial. Complications are fortunately rare, but if they do occur it 
is better that they occur in the hospital where immediate help is 
available. During the year 12 or more patients who had begun 
treatment elsewhere as Outpatients were admitted to the hospital. 
Electroshock ideally should be given to patients in the hospital, 
at least the first two or three applications, so that reactions can 
be observed and the patients reassured. Apomorphine has been 
given to a number of alcoholic patients with some success, 
though on the whole it has proved disappointing. Chlorproma- 
zine and reserpine have been used to treat states of tension, 
anxiety, and depression, but so far the results indicate that 
their use is likely to be limited because, although they produce 
the kind of effect sought, the effects frequently are not of suffi- 
cient strength. d-Lysergic acid diethylamide may make a few 
patients previously immune to psychotherapy more suitable for 
it, but in some patients it may shorten the course. 


An Experimental Health Center.—In April, 1954, a new health 
center was established in Manchester by the university and 
sponsored by the Nuffield and the Rockefeller foundations 
(J. A. M. A. 1§5:1443 |Aug. 14] 1954). The general practitioner 
section of the center, which is the only one functioning so far, 
consists of a central office; four suites, each consisting of a 
waiting room, examining room, and consulting room; a treat- 
ment room; an x-ray room; and a laboratory. The center is 
administered by a board consisting of the four general practi- 
tioners whose offices are in the center, representatives of the 
university, the city council, the executive committee, and the 
local medical committee. The combined lists of the four physi- 
cians include 13,000 patients. The average attendance at the 
center has been 3,160 a month. As a result of the experience 
gained at the center laboratory it was recommended that (1) 
facilities be provided on the spot for hemoglobin determinations, 
leukocyte counts, and smears; (2) facilities be provided in every 
center for practitioners and patients to take their specimens at 
their convenience for transmission to a central laboratory for 
more complex tests; (3) results of tests be reported as soon as 
possible (telephone information is a great help); and (4) if pos- 
sible a technician should go out with the doctor in his car to 
take smears or make blood cell counts in the patient’s home. 

Among the salient points brought out by the laboratory re- 
sults obtained in this center is the unexpectedly high incidence 
of anemia that was detected; 50% of the 801 estimations of 
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hemoglobin showed levels of less than 85%, and levels of less 
than 60% were common. Of 114 throat swabs, only 35 showed 
any pathological organisms; of these, 4 were penicillin-resistant. 
The report comments that “it may be questioned whether, even 
with facilities available, it is worth while doing routine swabs 
on infected throats.” On the other hand, all 60 of the cultures 
taken from boils and carbuncles grew pathological organisms, 
of which 20 were penicillin-resistant. The inference drawn from 
this is that thousands of patients must be receiving penicillin 
injections for boils that are penicillin-resistant. Of 83 cultures 
of catheterized urine, 23 were positive and of these, 4 were 
penicillin-resistant and 4 were sulfonamide-resistant. As these 
are the two most commonly used drugs in urinary infections, 
it is suggested that the repeated lapses encountered in practice 
may be due to failure to determine the drug sensitivity of the 
organism and the consequent failure to use correct treatment. 

This is the only general practitioner health center that has its 
own x-ray facilities. The work of the x-ray unit is supervised 
by a radiologist from the local teaching hospital. During the 
year 1,479 x-ray examinations were made on 1,267 patients, 
of whom 333 were found to have abnormal findings. Some 
criticism has been made on the grounds of cost, but the help 
given to patients and the high percentage of abnormal findings 
would seem to justify the expense of running this department. 
Nursing was provided by three nurses from the Manchester Dis- 
trict Nursing Institute. By arrangement with the city, they com- 
bined the home nursing for the center with the nursing in the 
center. It is difficult, however, to get nurses for this type of work 
because of the irregular hours and exposure to inclement 
weather. On the whole the experiment has succeeded. The team 
spirit has developed satisfactorily, and the patients have attended 
in great strength. One of the most important discoveries has 
been that with all the ancillary help of secretaries and nurses, 
the work does not diminish and the physicians do not enjoy an 
easier time. 


Epidemic in London Hospital.— Doubt now exists as to whether 
the epidemic that closed the Royal Free Hospital and that was 
reported in this section was infectious mononucleosis as was 
originally suggested. The epidemic has now involved 83 nurses, 
5 physicians, 11 of the ancillary staff, 8 students, and 22 of 
the domestic staff. Doubt is being thrown on the original diag- 
nosis in view of many unusual features that have been observed. 
The lymph nodes, liver, and spleen are involved, and most of 
the patients show signs and symptoms of encephalomyelitis or 
polyneuritis. The disease has usually run a benign course. The 
incubation period appears to be five to seven days. Most of the 
victims have been young nurses, but several of those over 40 
have been affected. The initial symptom has been vague malaise, 
followed within one to seven days by mild sore throat; tender 
enlargement of the lymph nodes, often confined to the posterior 
cervical region but in some cases generalized; and pain of vary- 
ing severity under both costal margins and in the neck, back, 
and limbs. Headache without meningism has been common, but 
the symptom that seems to be peculiar to this infection, espe- 
cially in the early stages, is vertigo. Symptoms and signs of 
encephalomyelitis have appeared in some patients within 48 
hours of the onset, but in others the neurological complications 
have been delayed for as long as three weeks. Cranial nerve 
palsies, particularly ocular, have been common, and mild paresis 
of either the pyramidal or lower motor neuron type has been 
observed, sometimes with painful muscle spasms. Paresthesia, 
numbness, neuralgic pains, or anesthesia, have appeared either 
alone or in association with motor manifestations. Coma has 
not been observed, but a state of drowsiness has been relatively 
common, 

Tenderness of the lymph nodes has been accompanied in 
some patients by extreme tenderness in the region of the liver 
and over the spleen. Liver enlargement has been definite, but 
tenderness has made it difficult to determine the size of the 
spleen. Even when the infection has been severe, fever has been 
slight or absent. In certain patients there has been a dispropor- 
tionate tachycardia, sometimes persisting into convalescence. 
Total leukocyte counts have varied from 3,000 to 12,000 per 
cubic millimeter, sometimes with neutropenia and occasionally 
with an absolute lymphocytosis. Mononuclear cells have noi 
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been observed, but morphological changes have occurred in 
some lymphocytes. The Paul-Bunnell test has not been positive 
in a single patient. The spinal fluid has been examined in a few 
patients, but in none was there a pleocytosis or an increase in 
the protein content. 

In an official account issued by the Royal Free Hospital, it 
is stated that it seems doubtful that this is an outbreak of in- 
fectious mononucleosis, for, though the neurological complica- 
tions encountered have been described in reports of the disease, 
they were exceptional in other epidemics whereas in the present 
epidemic they are almost the rule. Furthermore, laboratory tests 
have failed to support the original diagnosis. On the other hand, 
in the epidemic variant of infectious mononucleosis hemato- 
logical and serologic changes typical of this disease are not 
constant. The high infectivity, the prominence of visceral mani- 
festations, the frequency of sensory neurological signs combined 
with the predominantly benign course make a diagnosis of polio- 
myelitis most unlikely. The studies in progress may establish 
that the infection is due to a known virus or its variants, but 
it is possible that a new virus is involved. 


Caring for the Elderly in Scotland.—In an address to the annual 
general meeting of the Edinburgh Council of Social Service, 
Mr. H. R. Smith, Secretary of the Department of Health for 
Scotland, outlined some of the work that was being done in 
Scotland for the care of the elderly under the National Health 
Service. The home nursing service, which all local health 
authorities are required to provide free of charge, was responsi- 
ble for 2,915,000 visits in 1954, covering 161,000 patients. About 
a third of these patients were older people. Under the National 
Health Service local health authorities can provide domestic help 
for elderly people, not in need of nursing but requiring more 
care and attention than they can provide for themselves. At the 
end of 1954, local authorities employed 780 full-time and 3,200 
part-time domestic workers who were called to 18,600 house- 
holds, and in nearly half of these older people were living. One 
local authority has provided a clinic to which elderly people, 
after consultation where desirable with their physician (or some- 
times at his suggestion), can go for a special medical examina- 
tion. Valuable work is also being done by voluntary agencies. 
There are, for instance, about 200 welfare committees for older 
people in Scotland that arrange for outings, concerts, home 
visits, and clubs for the elderly. These organizations have also 
initiated and expanded meal services for older people, and there 
are now 47 such services in Scotland. Of the 85 chiropody 
services now in operation, 74 are provided by voluntary agencies. 
For older people who can no longer stay in their homes, there 
are 1,800 places in small modern homes, with another 600 in 
prospect in homes that are being built or planned, as compared 
with about 4,500 remaining in the older and larger establish- 
ments. These are all provided by local authorities. In addition, 
just over 4,000. persons are accommodated in voluntary homes 
for older people. 

One of the recent major developments has been the opening 
of a geriatric unit of 70 beds at Stobhill Hospital, Glasgow. 
In its first nine months 484 patients were admitted and 124 were 
discharged home. In the geriatric unit at Maryfield, Dundee, 
which has now been in operation for several years, results in- 
dicate that about 45% of the patients admitted can be restored 
to a condition in which they can live outside the hospital, either 
in their own homes or in a hostel. Since the family physician is 
busy, he often learns of a particular patient only when it is 
too late for preventive work. He should, however, be not only 
an agent for treating disease but also the man to whom a patient 
or a patient’s relatives can turn for help and advice in obtaining 
any of the health, welfare, or voluntary services that can be 
provided. Coordination is necessary so that everybody who plays 
any part in the health and welfare services may know what 
facilities are available in any other part of the field. Although 
25 local coordinating committees have been set up in Scotland, 
made up of representatives of the hospital service, local au- 
thorities, and executive councils, it might be better to form 
small ad hoc committees to meet specific problems as they arise. 
From such committees general practitioners could tell where 
need existed and learn what help was available. 
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Accidents in Schools.—A survey of accidents occurring in the 
schools of Buckinghamshire during a two year period has been 
made by J. J. A. Reid (Medical Officer 94:107, 1955). In a 
school population of 25,939 boys and 24,065 girls, aged 5 to 
15 years, there were during this period 954 accidents, involving 
618 boys and 336 girls. This gives an annual accident rate of 
1.2% for boys and 0.7% for girls. The rates for both boys and 
girls showed a general upward trend from the age of entering 
to that of leaving school. Throughout the entire period, at all 
ages, the accident rates for boys were substantially higher than 
those for girls. About 40% of the accidents occurred in the 
playground. Accidents during sports and physical education 
classes accounted for 25% of all accidents to boys and 33% of 
all accidents to girls; accidents in classrooms accounted for 
20.5% of accidents to boys and 15.8% of those to girls; and 
accidents in corridors, cloakrooms, bathrooms, and on stairs 
accounted for 5.7% of accidents to boys and 8.6% of those to 
girls. Superficial abrasions and contusions were incurred by 41% 
of the boys and 40.2% of the girls; lacerations were incurred 
by 22.6% of the boys and 11% of the girls; fractures, mostly 
of the arms and legs, were incurred by 18.1% of the boys and 
19.9% of the girls; muscle, tendon, and joint injuries were in- 
curred by 9.4% of the boys and 17.3% of the girls; foreign 
bodies were responsible for 2.6% of the accidents to boys and 
3% of those to girls; minor concussions occurred in 1.6% of 
the boys and 0.9% of the girls; and the rest included dental ac- 
cidents and burns and scalds. There was only one fatal accident; 
a boy of 14 sustained an apparently trivial accident in the 
gymnasium, for which he appeared to be none the worse. He 
died during the night. The primary cause of death was repeated 
subdural hemorrhages associated with an old cyst of the arach- 
noid membrane and an abnormally thin skull. The only other 
serious injury was a ruptured liver sustained by a boy who fell 
while sliding down bannisters. Information concerning contribu- 
tory factors was available in 171 accidents: disobedience to 
rules (6.8% of accidents in boys and 3.6% of those in girls); 
rough play or behavior (5.2% of accidents in boys and 2.1% 
of those in girls); structural defects (3.7% of accidents in boys 
and 3.6% of those in girls); accidents involving doors (2.4% 
of accidents in boys and 4.2% of those in girls); and accidents 
secondary to illness (1.1% of accidents in boys and 2.1% of 
those in girls). Of the last group, two were caused by falls during 
epileptic seizures and several were due to fainting. In noting 
that 22 of these accidents occurred in school gardens, the ques- 
tion is raised as to whether it would not be a wise policy to 
immunize all school children routinely with tetanus toxoid, 
because children from 5 to 14 years of age have the highest 
civilian death rate from tetanus. The most practical way of 
dealing with this situation might be the administration of a 
combined diphtheria-pertussis-tetanus injection at child welfare 
clinics, with subsequent booster doses at school. 


Employment of the Cardiac Patient.—The British Council for 
Rehabilitation has issued a report on the employment of patients 
with heart disease. In children unwarranted invalidism was 
found to be common. Half of the children in whom abnormal 
cardiac signs were reported in school medical examinations were 
shown to be healthy in a subsequent special examination. It is 
therefore recommended that each child in whom an abnormal 
cardiac physical sign is found be reexamined by a physician 
specially trained in cardiology. Whenever the child is found to 
be healthy and the presenting sign to be innocent, such infor- 
mation should be conveyed emphatically to the parents, the 
school medical officer, and the child’s family physician. As soon 
as heart disease is diagnosed, steps must be taken to prevent 
the patient from growing into a social derelict. It is important 
that he should not become introspective and resentful but that 
he should be helped to find an outlet for his energy; his creative 
powers should be stimulated in a way that is within his physical 
range of activity so as not to isolate him from others of his 
own age. Strong exception is taken to the view that the ambulant 
child with heart disease is suitable for transfer to a special school 
or hospital, where physically defective children are cared for. 
Most children with valvular heart disease should attend or- 
dinary schools. Banks, insurance offices, and the post office have 
been reluctant to employ persons with heart disease, whose dis- 
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abilities demand a sedentary occupation, because of the danger 
of their imposing an undue burden on the insurance and retire- 
ment schemes. The committee urges that the Ministry of Labor 
in conjunction with the Ministry of Health propound a scheme 
that will provide pension facilities for this deserving group in 
order to prevent their entry, as is now the rule, into occupations 
entailing heavy manual labor, where a preliminary medical ex- 
amination is not required. In the case of heart disease in the 
elderly, the cardiologist’s main function is to make an accurate 
diagnosis in order to avoid unwarranted invalidism, especially 
in those patients in whom pain in the chest is shown to arise 
outside the heart, in those with an elevated blood pressure in 
whom special tests exclude true hypertension, in those with a 
displaced apex in whom there is no cardiac enlargement, and in 
those with murmurs that are immaterial, if not innocent. 


Mass Radiography.—In the past mass miniature radiography 
has been used in surveys of students, factory and office workers, 
or volunteers, in the hope of discovering tuberculosis and other 
chest lesions. This is now considered wasteful, and the Medi- 
cal Research Council has suggested that mass miniature radi- 
ography would be used more economically and effectively by 
limiting it to patients referred by general practitioners and sur- 
veys of areas where tuberculosis is unduly prevalent. For the 
last two years the Northern Ireland Tuberculosis Authority has 
encouraged general practitioners to refer persons over 14 years 
of age to the mass miniature radiography center in Belfast with- 
out previous appointment. Barr and Ritchie have surveyed re- 
sults of the scheme (Tubercle 36:228, 1955). After the reading 
of the miniature films a letter is sent within 48 hours to the 
practitioners concerned stating whether the radiograph is satis- 
factory or recommending further examination. Patients with 
active tuberculosis are referred immediately to the local chest 
clinic and those whose disease is inactive to a general prac- 
titioner. Other patients are referred to the appropriate specialist 
(e. g., a thoracic surgeon). Since the inception of the scheme, 
15,917 persons have been radiographed. Over half the examinees 
were in the age group of 15 to 34 years; few were over 60 or 
under 15 years. The area covered included 500,000 persons, and 
about 15 in every 1,000 were x-rayed annually. In the past two 
years 347 patients were diagnosed as having active postprimary 
tuberculosis—all but 5 for the first time. This represents 2.2% 
of the total referred for examination and is much higher than 
the percentage for other groups surveyed by mass miniature 
radiography. In organized groups in the area this was 0.34% 
and in individual volunteers 0.71%. The percentage of non- 
tuberculous chest lesions found in the patients referred by gen- 
eral practitioners, namely 18%, was greater than in either of 
the organized groups (6.5%) or in individual volunteers (11.2%). 
The lesions included chronic bronchitis, pneumonitis, bron- 
chiectasis, neoplasms, and cardiovascular lesions. Although the 
numbers discovered were relatively small (0.45% of the men 
and 0.2% of the women), it was thought that mass radiography 
could play an important role in the diagnosis of lung carcinoma. 
The scheme has stimulated the general practitioner to become 
more interested in case finding. The scheme saves a patient from 
being sent to a chest clinic unless a lung lesion has been diag- 
nosed, and it speeds diagnosis. 


Fomenting of Lawsuits.—According to the annual report of the 
Medical Defense Union, the working of the Legal Aid Scheme 
continues to foment lawsuits and to encourage allegations, often 
baseless, against members of the medical and dental professions. 
These would not have been made if their authors had known 
they might have to pay the court costs. These cases cast heavy 
burdens on the union’s finances. Although the injustices to which 
the scheme not infrequently leads have been admitted and even 
deplored by the judiciary, there seems no prospect of any effec- 
five redress. For example, a general practitioner was asked to 
treat an elderly man who had sustained an injury to his back. 
The physician injected 2% Novutox at the site of the injury 
and was about to withdraw the needle when it broke off. He 
was unable to extract the retained fragment and sent the patient 
to a hospital where, on the following day, the retained part of 
the needle was removed. In due course the patient sued the 
physician alleging negligence in the administration of the in- 
jection and claiming damages for such items as bus fares to 
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and from hospital, new pajamas and a dressing gown worn in 
hospital, and loss of wages. The total damage claim was $1,220. 
When the case came to trial the plaintiff admitted that he had 
not lost any wages because of the breaking of the needle but 
because he had refused to accept the alternative post that his 
employers had offered him on his return to work. He also ad- 
mitted that his claims for certain other expenses could not be 
justified and that, far from having been caused pain and suffer- 
ing, he had rather enjoyed his short stay in the hospital. He 
offered no medical evidence but called a metallurgist who said 
the problem was a medical one and not a metallurgical one. In 
giving judgment for the defendant the judge described the case 
as an abuse of the Legal Aid Scheme. He found that there had 
been no negligence on the part of the physician and said that 
even if the plaintiff had been able to satisfy him on this score 
the damages to which he would have been entitled amounted to 
only 50 cents. As the plaintiff was an assisted person of small 
means, no order for court costs was made. 


Culpable Contraceptive Cap.—The annual report of the Medical 
Defense Union also reports a suit brought against a public health 
officer who, as part of her duties, attended a birth control clinic. 
She had fitted a patient with a contraceptive cap and demon- 
strated and taught its use. Many months afterward the patient, 
who had been complaining of various symptoms, was x-rayed, 
and the roentgenogram suggested the presence of a cap covering 
the cervix. She was referred to the clinic where the cap was 
removed. It had evidently been in position for a long time. The 
patient said that, being unaware of its presence, she had for a 
time been using another. She expressed some exasperation that 
more recently she and her husband had been hoping to have a 
baby but had been unsuccessful. An action was brought against 
the physician based on the allegation that the cap had been left 
in position after its use had been demonstrated to the patient. 
This was entirely contrary to the practice of the physician and 
of the clinic, and a check on the appliances used in the clinic 
did not reveal any as being missing. The patient thereupon 
abandoned her suit. 


Sanatoriums.—According to Dr. Peter Stradling (Tubercle 36: 
150, 1955) the admission of a patient to a sanatorium has no 
more beneficial effect on the course of his tuberculosis than has 
treatment by an adequate clinic where domiciliary, hospital, and 
outpatient treatment are flexibly integrated according to need. 
This conclusion is based on a five year follow-up of the 64 pa- 
tients with newly diagnosed pulmonary tuberculosis who were 
first seen at his clinic between June, 1948, and June, 1949, a 
time when there was an acute shortage of sanatorium beds. 
To compensate for this shortage, these patients were admitted 
in quick succession to clinic beds in Hammersmith Hospital for 
initiation of collapse therapy. This was followed by long periods 
of domiciliary maintenance, and some patients were finally 
transferred to sanatoriums or rehabilitation centers. The follow- 
up results showed that quiescence was obtained without active 
treatment in a sanatorium in 47 of the 64 patients. Sanatorium 
admission severely breaks the continuity of treatment, and the 
differences of opinion and changes of treatment likely to be in- 
flicted on the transferred patient only bewilder him, undermine 
his confidence, and make him skeptical of medical opinion and 
care. All this is avoided by clinic management where close 
liaison between patient, physician, hospital, clinic, and the 
sufferer’s family encourage a sound evaluation of needs based 
on knowledge of all the available factors. Another disadvantage 
of sanatoriums is the fact that they are usually located in the 
country many miles from the patient’s home, which makes visit- 
ing difficult and which leads to a sense of isolation. Further- 
more, it aggravates the sense of stigma that many patients suffer. 


Shotgun Wounds.—Sir Heneage Ogilvie (Practitioner 175:304, 
1955) divides shotgun wounds into close-range and long- 
range injuries. In the former, which usually happen at the end 
of a day’s shooting and are often accidentally self-inflicted, the 
whole charge, including the wad, enters the tissues as a compact 
mass. These are lacerated and contaminated wounds that must 
be treated as soon as possible by excision and drainage. Excision 
implies the removal of all dead and damaged tissues, all dirt, 
and all foreign matter down to the depths of the wound. Bones 
may be broken, but they are seldom comminuted. The fracture 
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ends should be cleansed mechanically, the injured part im- 
mobilized, and parenteral administration of chemotherapy in- 
stituted. It is unwise to attempt primary suture of any shotgun 
wound, but early secondary closure is essential in order to 
minimize scar tissue and secure the best possible function. The 
usual long-ran > injury consists of a number of scattered holes. 
Apart from the eye, where penetration may be deep, the pellets 
are usually s‘opped by the fascia. They may lodge in the skin 
over the abdeminal wall and penetrate a short distance into 
the muscles, but they do not enter the peritoneal cavity. These 
multiple peppered wounds require no treatment beyond cleaning 
the skin, applying a sterile protective dressing, and administering 
chemotherapy. 


Prevention of Coronary Disease.—In a public address, Sir Mac- 
farlane Burnett, director of Melbourne’s Walter and Eliza Hall 
Institute for Medical Research, suggested a study of identical 
twins as a line of approach to coronary disease. Although coro- 
nary disease has been associated with worry, diet, and excessive 
smoking, inherited constitution as an important factor could not 
be excluded. If one identical twin could be found with heart 
disease and the other were healthy, it could be assumed that 
environment was the determining factor. If the causative en- 
vironmental factors were known, coronary disease might be pre- 
vented. It is not yet clear whether the tension of modern life 
or the smoking that is indulged in to ease that tension is an 
important factor in the production of coronary disease. 


FRANCE 


New Angiographic Technique.—Angiography has heretofore 
been only regional. P. and M. Viallet and their co-workers in 
Algeria have devised a new system of angiography by means 
of a single intravenous injection according to their report at a 
meeting of the Medical Society of Paris Hospitals in March. 
The patient is first given antihistaminics, barbiturates, and 
ganglioplegics. An intravenous injection of 3-acetyl-amino-2-4- 
6-sodium triiodobenzoate is then given, using a vein of the cubital 
fossa in adults and the external jugular vein in children. In the 
same syringe, surmounting the contrast medium through a differ- 
ence in density, physiological saline solution is injected to flush 
out the veins. The combined injection must be given quickly (1 
to 2.5 seconds). The segmental venous hypertension caused by 
the rapid injection momentarily blocks the local venous circu- 
lation, thus helping to prevent the dilution of the contrast 
medium. The authors have performed 320 angiocardiographies 
by this method with no significant complications. A generalized 
thermesthesia is usually observed during the injection. The 
authors apply the same method to the study of the thoraco- 
cervico-cephalic region. They thus avoid the use of three suc- 
cessive venipunctures. They have been able by this means to 
obtain a simultaneous cervical, cranial, and facial study includ- 
ing the collateral circulation. This permits a reasonable surgical 
plan for operations and a more accurate postoperative prog- 
nosis. In the same manner, the authors have studied the thoraco- 
abdomino-pelvic circulations. They avoid by this method the 
necessity of giving a general anesthetic and the acute pain asso- 
ciated with intra-arterial injections. 


Effects of Hormonotherapy.—At the meeting of the Medical 
Society of Paris Hospitals on May 6, P. Mozziconacci and his 
co-workers reported their observations on 57 children between 
the ages of 18 months and 18 years who were treated with 
corticotropin and/or cortisone; 43 or 77.3% have had minor 
accidents and 2 or 3.5% have had serious accidents. Most of 
these accidents occurred in patients with clinical signs of hyper- 
corticalism. The intensity and the duration of the treatment and 
the familial as well as personal neuropsychological antecedents 
are predisposing factors. These antecedents, in view of the 
seriousness of the disease for which the hormones were given 
and the relative mildness of the accidents incurred, do not con- 
stitute a contraindication to the hormonotherapy. The accidents 
that are more apt to occur at the beginning and at the end of 
ireatment can be explained by the rapid and extensive variations 
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in metabolism. The occurrence of signs of hypercorticalism and 
anxiety Or insomnia might indicate the need to lower the dose 
or to discontinue treatments. 


Colitis Treated by Hydrocortisone Enemas.—At the meeting of 
the Medical Society of Paris Hospitals on May 20, P. L. Drouet 
and his co-workers in Nancy reported the treatment of hemor- 
rhagic rectocolitis with a daily retention enema containing 
hydrocortisone. The dose was 25 mg. for the first 15 days. After 
a rest of eight days, 50 mg. per day was given in the same 
way supplemented by 25 mg. given orally twice a day. Even 
larger doses may be given rectally. When the symptoms have 
cleared up the enemas are stopped but the oral doses are con- 
tinued. The results have been excellent. Proctoscopy showed 
complete healing of the rectal mucosa. Although the cure has 
been maintained for several months, it is too soon to tell whether 
or not the disease will recur. 


INDIA 


Rauwolfia Serpentina.—At the Medical College of Bombay, 
Lewis and Gaitonde have studied the activity and toxicity of 
Rauwolfia serpentina. After the isolation of five active alkaloids 
from this plant, various fractions have been studied and it has 
been found that the amount of alkaloid contained in a particular 
extract depends largely on its source. Biological and chemical 
methods of standardization have been attempted on the crude ex- 
tracts, but, because some of the alkaloids have a marked vaso- 
dilator action, it is necessary to assess both its central and its 
peripheral action. The peripheral action is estimated by record- 
ing the fall in blood pressure in cats with a transsected spinal cord 
that also receive a continuous infusion of arterenol (nor-epi- 
nephrine). The central sedative activity is estimated from the 
L.D. for albino rats, Sedative properties are present in both 
the total and alcoholic extracts, while the residue after removal 
of ajmaline and serpentine is higher in sedative properties. The 
hypertension induced by giving epinephrine and ephedrine is 
lowered by total alkaloids and by serpentine and to a lesser ex- 
tent by ajmaline. Clinical trials suggest that the central action 
is of greater importance than the vasodilator action. The au- 
thors draw attention to several important limitations of the 
methods they have used for the assay of peripheral activity and 
the measurement of the L.D.» and throw some doubt on the 
assumption that the latter is correlated with central depressor 
action. Arterenol was infused at a fixed rate in order to maintain 
the raised blood pressure, and aqueous extracts of R. serpentina 
obtained from four different sources were used for comparison. 
Besides this, four partially purified fractions (serpentine, crude 
oleoresin, and two ajmaline fractions obtained from different 
sources) were tested. The central action was studied by intra- 
peritoneal injections of various preparations in albino rats vary- 
ing in weight from 50 to 100 gm. The L.D.;, was calculated for 
each extract and fraction using two groups of 10 animals each 
at a dose level above and below L.D.; The authors concluded 
that reserpine has a far greater toxicity or central depressant 
action than any of the other fractions but hardly any demon- 
strable immediate peripheral action. Serpentine has the lowest 
toxicity and central depressant action but a very high peripheral 
effect. Ajmaline stands between the two as regards its central 
and peripheral action. 


Melanoma.—Agarwal and Ahuja in the /ndian Journal of Medi- 
cal Research (43:2 [April] 1955) reported a case of intraocular 
melanoma arising from the conjunctiva. The patient, a 35-year- 
old man, complained of a gradually increasing ulcerating mass 
in the left eye of six months’ duration. This growth had de- 
stroyed the left eyeball and had involved the temporal margin 
of the orbit. The microscopic appearance of the tissue showed 
wide variations. There was marked proliferation of the epithe- 
lium overlying the tumor. Some of the epithelial processes ex- 
tending into the underlying mass had bulbous ends and looked 
as if they had left a few cell-rests behind. One block showed a 
single row of proliferated basal cells, with vacuolated cytoplasm 
and small pyknotic nuclei penetrating the subjacent stroma, and 
another block showed a whole column of such cells penetrating 
downward and disappearing into melanoblasts and melano- 
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phores. These basal cells appeared to be the origin of the 
melanotic growth. The stroma consisted mainly of argyrophilic 
reticulin fibers with a few collagen bundles interspersed in be- 
tween and many chronic inflammatory cells, chiefly small round 
cells and plasma cells. In between these cells a number of pig- 
ment-laden histiocytes and other groups of large cells containing 
melanin were seen. The morphology and arrangement of these 
cells showed marked variation, being epithelial, transitional, or 
spindle-shaped. The epithelial cells similarly showed poly- 
morphism. The tumor cells are commonly believed to arise from 
the basal cells over a segment of scleral conjunctiva, and this is 
supported by their histological appearance. 


Tuberculin Testing.—J. P. Karan, of the Tuberculosis Training 
Center in Patna, has given a tuberculin test to about 631 chil- 
dren under 6 years of age. The results were read on the fourth 
day after the test, at which time only 62.9% reported for a read- 
ing. About 37.9% of the group reporting had positive reactions. 
A progressive increase in the percentage of tuberculin positivity 
was seen with advancing age, the maximum being noticed in the 
age group 4 to 5. Demonstrable lesions were maximal in the 
age group 2 to 3. Sex had little effect on the percentage of posi- 
tive reactions or the development of disease. A positive reaction 
does not necessarily mean active disease even in infancy and 
childhood, but, if there are symptoms referable to the chest or 
of a toxic nature, a thorough investigation of these positive reac- 
tors should be made. The size of tuberculin reaction is not 
helpful in diagnosing tuberculosis. 


ISRAEL 


Hypothalamic Obesity.—In the course of his studies on endo- 
crinologic disturbances, Hermann Zondek (Bikur Holim Hos- 
pital, Jerusalem) found a new type of hypothalamic obesity in 
adolescents, called by him “Z-type.” The underlying mechanism 
of hypothalamic obesity has been clarified by recent experimen- 
tal investigations. Bilateral electrolytic lesions in ventromedial 
nuclei cause overfeeding and adiposity. It appears that the hypo- 
thalamic feeding centers can be affected, and their balance 
disturbed, by chemical, thermal, infectious, toxic, mechanical, 
and psychic factors. To the group with hypothalamic obesity 
belong patients with the so-called water-salt obesity, most 
patients with adiposogenital dystrophy, those with pseudo- 
Froehlich syndrome (genuine Froehlich types without anatomic 
substrate), and some patients with adrenal cortical hyperfunction 
(Cushing’s syndrome). Zondek’s Z-type represents in its symp- 
toms an intermediate stage between the form of pseudo-Froehlich 
syndrome and adrenal cortical hyperfunction. It includes the fol- 
lowing signs and symptoms: voracious, often uncontrollable, 
hunger and thirst; Cushing’s syndrome-like distribution of the 
adipose tissue, with moon face, purple cutaneous striae, diffuse 
purple coloring of the skin, especially over the nates and legs; 
and signs of vasoconstriction (retinal vessels, limbic capillaries, 
and tibial arteries). Vertical growth is variable, being in most pa- 
tients advanced for the age but in others normal or even subnor- 
mal. Gonadal function and development may be normal or re- 
tarded in comparison with chronological age. 17-Ketosteroid 
excretion is not characteristic and may be low, as in adiposogeni- 
tal dystrophy, normal, or high, as in adrenal cortical hyperfunc- 
tion. Metabolic functions (carbohydrate, cholesterol, water, salt, 
and basal metabolism) as well as vascular functions (pulse rate 
and blood pressure) frequently show the instability characteristic 
of hypothalamic disorders. The prognosis in individual patients is 
uncertain. Patients with type Z obesity can maintain a stationary 
weight through adult life, can spontaneously revert to normal, 
or, very rarely, can come to show typical signs of adrenal cortical 
hyperfunction. Such forms of adrenal cortical hyperfunction 
are as a rule of benign nature. Among the case reports published 
in Harefuah (49:23, 1955) is that of a 54-year-old woman who 
during the first period of observation displayed the symptoms 
of frank adrenal cortical hyperfunction (weight, 244 lb. [110.7 
kg.|, typical distribution of the adipose tissue with bright red 
moon face, purple cutaneous striae, hypertension, insulin-re- 
sistant diabetes, and mild hirsutism), associated with voracious 
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hunger and thirst. At about the same time neurological ab- 
normalities suggestive of a cerebellopontine lesion and marked 
bitemporal hemianopsia developed. During a second phase the 
patient lost her appetite and 81 Ib. (36.7 kg.), had a low blood 
pressure and metabolic rate, and during a third phase again 
showed ravenous hunger and thirst, a weight gai. of about 88 Ib. 
(39.9 kg.), a high metabolic rate, high blood press ire, and latent 
diabetes mellitus. A tendency toward water and salt retention 
was present throughout the whole period of observation. The 
metabolic, vascular, ocular, and neurological manifestations of 
the first stage disappeared following dehydrative measures. The 
response to dehydrative therapy suggested cerebral edema— 
presumably, in view of the selection and nature of the neuro- 
logical manifestations, a hydrative meningitis cystica serosa of 
the cerebellopontine angle—as the underlying cause. The in- 
stability of the disease process is illustrated by the spontaneous 
development and regression of the morbid phenomena of the 
second phase and by the likewise spontaneous occurrence of 
the opposite phenomena of the third. 


Occult Uterine Bleeding.—At the clinical and experimental re- 
search meeting of the Hebrew University Medical School in 
July, Bromberg and Bercovici described a practical method for 
the detection of minimal uterine bleeding by a modified benzi- 
dine test. They demonstrated the presence of occult midmen- 
strual bleeding in 90% of women during the reproductive 
period. This unexpected high incidence of midmenstrual bleed- 
ing reported in normal women may be explained by the special 
technique used in demonstrating the presence of minimal 
amounts of blood in the vagina. This method of blood detection 
seems to be more reliable than the vaginal smears, since red 
blood cells may be hemolysed in the vagina by bacteria, lysins 
of exfoliated cells, and the low vaginal pH. Benzidine tests 
yield positive results in low concentrations of erythrocytes, 
which are frequently missed by microscopic examinations. It is 
believed that the appearance of intermenstrual occult blood is 
closely related to ovulation. It may be considered as a more 
common and milder equivalent of the frank midmenstrual bleed- 
ing observed in some women and generally accepted as a sign 
of ovulation. The connection between ovulation and bleeding 
is proved by the correlative study of endometrial biopsy speci- 
mens, benzidine blood test graphs, findings at laparotomies, and 
controlled conceptions. The results obtained indicate that occult 
bleeding appears early in the postovulatory phase, most often 
on the 1Sth day of the cycle. The phenomenon described resem- 
bles the midcycle hemorrhage reported by Hartmann in monkeys 
and recalls the estrus phenomenon in other mammalian species, 
sometimes associated with genital bleeding. 


Elution of Isoagglutinins.—The existence of A, B, O, and AB 
groups in thrombocytes, corresponding to those groups in red 
blood cells, has been reported by Gurevitch and Nelken of the 
Hebrew University Medical School, Jerusalem. The identity of 
the A and B antigens in platelets and red blood cells has been 
proved by platelet agglutination with antiserums, cross adsorp- 
tion of isoagglutinins with thrombocytes and erythrocytes, in- 
hibition of isoagglutinins with saliva from secretors, and neutral- 
ization of antiserums with A and B group specific substances. 
The authors’ last studies dealt with investigation on eluates of 
antiserums adsorbed with large amounts of platelets, using the 
Landsteiner and Miller technique. To a platelet sediment pre- 
pared from 40 to 50 ml. of blood, 0.5 ml. of isotonic sodium 
chloride solution was added and the tube shaken at about 6 C 
to obtain a homogeneous concentrate of platelets. This sus- 
pension was added to 0.7 ml. of a high-titered antiserum in a 
siliconed tube and left for 15 to 20 hours at 6 C. After cen- 
trifugation, the adsorbed serum was pipetted off and the platelet 
sediment washed in isotonic sodium chloride solution to ensure 
removal of traces of serum. The washed platelet sediment was 
resuspended in 0.4 ml. of isotonic sodium chloride solution 
and shaken in a water bath at 56 C for 5 minutes. It was then 
centrifuged at 56 C for 1 minute and the supernatant eluate 
immediately removed. Using the above technique, eluates of }5 
different A, B, and O serums were prepared and examined for 
agglutinating capacity against erythrocytes and thrombocytes. 
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United States Surgeons Confer with Israel Physicians.—A dele- 
gation of seven surgeons from the United States who are touring 
the world on a mission for the International College of Surgeons 
arrived in Israel recently at the invitation of the Israel section 
of the college and the Ministry of Health. They participated in 
a scientific conference held in Jerusalem under the joint auspices 
of the Hebrew University-Hadassah Medical School and the 
Israel section of the college. The visiting surgeons included Dr. 
Max Thorek of Chicago, Dr. Henry W. Meyerding of Rochester, 
Minn., Dr. Moses Behrend of Philadelphia, Dr. Nolie Mumey 
of Denver, Dr. W. C. Spiedel of Seattle, Dr. S. J. Carnazzo of 
Omaha, and Dr. E. Vovan. 


Food Technology.—The importance of the new department of 
food technology at the Technion, the Israel institute of tech- 
nology, was described by Prof. Joseph Braverman, head of the 
department. Previously, students wishing to take up this subject 
had to go abroad to study. Students in the Technion’s new di- 
vision of biotechnology will spend their first two years in the 
faculty of chemical technology and thereafter will specialize in 
basic processes of chemical engineering, food technology, quality 
testing of food, and other such subjects. The number of qualified 
technologists now working in Israel’s food industries is about 
100, and the new department plans to graduate about 10 trained 
food chemists annually. 


Number of Medical Students Increased.—The number of 
students in the two final years at the Hebrew University- 
Hadassah Medical School is to be increased from 50 to 75. The 
additional 25 will comprise Israeli students returning from 
abroad to complete their medical studies in Jerusalem. The 
change is to be introduced in the academic year 1955-1956, but 
the classes have already been augmented by 16 Israelis who 
returned from the United States before the opening of the 
academic year. 


NEW ZEALAND 


Anniversary of Otago Medical School.—At a meeting of the 
graduates of Otago Medical School at Dunedin in February, the 
dean, Sir Charles Hercus, reviewed (New Zealand M. J. 54:120, 
1955) the vicissitudes through which the school has passed. This 
was the second medical school to be established in Australasia, 
the University of Melbourne having opened its medical school in 
1864. Starting with one professor and 2 students in 1875, the 
school has at present 9 professors, 3 assistant professors, 100 
lecturers, over 100 part-time clinical teachers, and 528 students. 
The school also houses some 47 professorial and technical re- 
search workers for the Medical Research Council, the British 
Empire Cancer Campaign, the Hugh Adams Research Fund, and 
the Travis Trust. 


Postoperative Transient Aldosteronism.—At the same meeting 
Dr. J. G. Llaurado reported (Proc. Univ. Otago M. School 33:19, 
1955) on the excretion of the electrolyte-regulating corticoid 
after surgical trauma. The starting point of this research was the 
finding that in the first 24 hour collection of urine from a pa- 
tient after an operation, there is an increased amount of this 
corticoid, associated with an inversion of the sodium-potassium 
ratio in the patient’s urine. Believing that this corticoid is ac- 
tually aldosterone, Dr. Llaurado studied 10 patients, subjected 
to various operations of diverse degrees of severity. In this 
group increased aldosterone activity (up to eight times the daily 
level before operation) was found in the urine of patients for 
several days after operation, during which the sodium-potassium 
ratio in the urine remained significantly reduced. There was a 
linear relationship between the aldosterone activity and the 
logarithm of the sodium-potassium ratio in the urine of patients 
before and after operation. Aldosterone activity in the urine re- 
ceded to the preoperative level when the sodium-potassium ratio 
returned to its preoperative value. The clinical implication of 
this study seems to be that the changes in the level of aldosterone 
excretion, assuming that increased excretion means overproduc- 


FOREIGN LETTERS 705 


tion, are sufficient to explain the striking changes in the sodium 
and potassium metabolism after operation, although other fac- 
tors such as protoplasmic breakdown may also account for minor 
losses. It was suggested that the name postoperative transient 
aldosteronism should be applied to such a metabolic phe- 
nomenon, since this name denotes a temporary occurrence and 
is consistent with the terms primary and secondary aldostero- 
nism. 


PERU 


Toxicosis of Infancy.—In commemoration of the 25th anniver- 
sary of the foundation of the Peruvian Society of Pediatrics, the 
second Peruvian Congress of Pediatrics was held at Lima in 
July. Dr. C. F. Krumdieck of the National University of San 
Marcos said that of 12,770 infants admitted to his ward in the 
Children’s Hospital of Lima from December, 1947, to April, 
1955, 4,438 suffered from diarrhea and of these 1,350 were in 
a toxic state. The rest (1,214 with enterocolitis, 696 with acute 
dyspepsia, 266 with mild dyspepsia, and 912 with miscellaneous 
diseases) had only mild dehydration without significant electro- 
lyte imbalance. Of the infants with toxicosis, only 445, or 32%, 
could be saved; 561 died within the first 48 hours after their 
admission to the hospital, mainly because they were moribund 
or nearly so on admission. Even so, Dr. Krumdieck believes 
that more infants could have been saved if the hospital had had 
a well-equipped service dedicated to the emergency treatment 
of dehydrated infants in toxic condition. Indeed a marked im- 
provement in results has already been noted. On the other hand, 
most of the infants with toxicosis were poorly nourished, and this 
was an added factor favoring the high mortality observed. The 
incidence of toxicosis in infants is always much greater in the 
summer. Toxicosis as well as acute dyspepsia occurred much 
more frequently in infants over one year of age. Apart from the 
functional disturbances of the nervous system shown by the 
infants suffering from toxicosis, marked underlying anatomic 
lesions involving both nervous and endocrine tissue were found 
at autopsy in those infants who died of the condition. 

Prof. Anibal Ariztia, of Santiago, Chile, said that in the last 
five years a marked decrease in the case fatality rate in infants 
with toxicosis has been obtained in his wards. He attributes this 
to the fact that, since 1950, emergency management of toxicity 
in infants has been adopted, so that as soon as the toxicosis 
is diagnosed specific therapy is started. This emergency therapy 
is handled by specially trained medical and auxiliary person- 
nel. These successful results have been obtained despite the fact 
that 80% of the infants of this series were poorly nourished. 
Although during the last five years small doses of antibiotics 
have been given to most of the children with toxicosis, the 
author doubts that this was responsible for the good results ob- 
tained. He believes rather that the pediatrician should be cautious 
in the use of antibiotics because, when they are indiscriminately 
used, especially in babies, they may cause a severe disturbance 
of the intestinal flora and an increase in the diarrhea. Every 
effort should be made to isolate the causative organism and 
ascertain its drug sensitivity. The replacement of fluids and 
electrolytes should, if possible, be accomplished by the oral 
route. Fluids should never be given by vein for more than 24 
hours. 


Bronchopneumonia Following Measles.—At the same meeting, 
Dr. Carlos Bazan and his co-workers of Lima reported that, of 
a series of 1,159 infants suffering from contagious diseases, 337 
had measles. Bronchopneumonia developed in 37. In 17 patients 
it was fatal. The case fatality rate increased as the infant's age 
diminished. Thirty-four of the infants in whom bronchopneu- 
monia developed entered the hospital in a very poor state of 
nutrition. The incidence of malnutrition among the infants with 
bronchopneumonia was much higher than that found among 
those infants who did not have bronchopneumonia. It was also 
observed that in the poorly nourished children the measles rash 
tended to remain longer than usual. Apart from the classic 
pulmonary physical findings, fever, inspiratory dyspnea, tachy- 
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cardia, anorexia, vomiting, and diarrhea were the main clinical 
manifestations found in the infants with bronchopneumonia. 
Chlortetracycline given alone or with streptomycin was the most 
effective drug for the control of the bronchopneumonia. Penicil- 
lin, chloramphenicol, tetracycline, and oxytetracycline were 
effective but to a lesser degree. Because the causative organism 
varies from one epidemic to another and even from patient to 
patient, no single drug can be recommended for routine use. 


Acute Abdominal Disease.— At the same meeting. Prof. Eugenio 
Cienfuegos of Chile called attention to the fact that in children 
diverse extra-abdominal processes may simulate the clinical pat- 
tern of acute abdominal disease. The pediatrician must be aware 
of this in order to avoid unnecessary Operations. Among such 
conditions rheumatic fever and pneumonia must be borne in 
mind. On the other hand, truly acute abdominal disease may 
remain undiagnosed until laparotomy reveals it to be due to 
intestinal parasites. 


New Febrile Disease.—At the same meeting, Drs. Teodoro 
Taboada and Manuel Valeriano of Trujillo, Peru, described an 
apparently new clinical entity that they have observed with rela- 
tive frequency during the last two years. Its salient clinical 
features are insidious onset, with slight fever, mild infection of 
the upper respiratory tract, and marked nervous irritability. The 
temperature rises to between 100 and 104 F, and hepatomegaly, 
splenomegaly, and discrete generalized adenopathies are de- 
tected on physical examination. Despite this the infant usually 
looks well. The red blood cell count ranges from 3,500,000 to 
4,200,000 per cubic millimeter. There is a leukopenia, some- 
times preceded by a transient, slight leukocytosis, with a differ- 
ential count of 40 to 85% !ymphocytes, 10 to 20% monocytes, 
2 to 15% eosinophils, and 10 to 40% neutrophils. The authors 
believe this disease is produced by a lymphotrophic virus be- 
cause the clinical findings resemble those of acute infectious 
lymphocytosis, infectious ‘mononucleosis, serum hepatitis, and 
measles—diseases that are known to be caused by lymphotrophic 
viruses. None of the patients so far observed have died. Anti- 
biotics prolong or even aggravate the disease and should be used 
only when intercurrent infection develops. 


Congenital Cardiopathies—Dr. Augusto Mispireta and his co- 
workers of the Children’s Hospital of Lima at the same meeting 
reported that angiocardiography is the most important test for 
the detection of the tetralogy of Fallot and that cardiac catheteri- 
zation with gasometric study is an aid to the conclusive diagnosis 
of persistent ductus arteriosus. In 31 of 32 children the duct 
was ligated, whereas, in the remaining one, section of the duct 
was performed. Two of the children died soon after the opera- 
tion, one due to an anaphylactic reaction presumably caused by 
the plasma given during the Operation and the other due to an 
intolerance of the anesthetic. In all the surviving children the 
clinical results have been regarded as excellent. Some have been 
observed for eight years following operation. Nine children with 
the tetralogy of Fallot underwent the Blalock operation and of 
these one died; this was the first child in the series. Postoperative 
complications were noted in only one patient in whom a hemo- 
thorax developed. Final results were good in four and fair in 
the remaining four. In both types of operation, antibiotics were 
given before and after operation. 


Cortisone for Bronchitis——At the same meeting, Dr. Alberto 
Steeger of Chile said that he has used cortisone as an adjuvant 
measure in the management of upper respiratory infections with 
surprisingly good results. He based this treatment on the fact 
that cortisone diminishes the production of inflammatory secre- 
tions and would thus prevent the obstruction of the respiratory 
tract. It should be given not only during the hyperergic phase 
of the disease but over a longer period of time whenever the 
intensity of the infection makes it likely that a diffuse secondary 
cicatricial process will develop, since cortisone also inhibits 
fibrosis. If cortisone is used, however, antibiotics in larger doses 
than usual must be prescribed to counteract the anergic effect 
of the hormone. If cortisone is contraindicated, antihistaminics 
should be given. Depressive respiratory drugs, especially opiates, 
must be avoided. lodides are contraindicated because of their 
reflex secretory action on the bronchial mucosa. 
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Pulmonary Surgery in Infants.—At the same meeting, Dr. R. 
Matte of Chile reported a series of 138 pulmonary resections 
and 21 decortications. Seventy-three of the resections were per- 
formed in infants with pulmonary tuberculosis. There were 
eight operative deaths in this group, all of which occurred before 
1954. The author believes that any infant with a primary tuber- 
culosis that does not respond to antibiotic therapy or in which 
complications develop should be treated surgically. Management 
of the immediate postoperative period is of the utmost im- 
portance. Balls of inert plastic material were used with good 
results in order to prevent the displacement of the unremoved 
lung toward the opposite side in those patients who underwent 
pneumonectomy. 


Lung Cysts.—At the same meeting, Dr. Simon Tisnado of Peru 
presented evidence to prove that most lung cysts regarded as 
congenital are acquired as a result of micrococcic (staphylococ- 
cic) pulmonary microabscesses (suppurative pneumonia) generally 
produced in the neonatal period or early in childhood. If this 
condition is not corrected it may lead to a pleuroparenchymal 
process with or without pleural empyema, or, if a bronchial 
fistula exists, to the formation of a pneumatocele. This latter 
condition may in turn lead to a pneumothorax. 


SWITZERLAND 


Peaceful Use of Atomic Energy.—The International Conference 
for the Peaceful Use of Atomic Energy in Geneva in August 
included a discussion of the medical problems stemming from 
the application of atomic energy. Switzerland has purchased an 
American reactor that will (1) liberate thermal energy from 
uranium to be used for the production of electricity in large 
centers, (2) produce currents of neutrons that allow the penetra- 
tion of matter and the study of its structure, and (3) artificially 
render elements radioactive. In addition to the use of radio- 
isotopes to determine metabolism and to diagnose and treat 
tumors, isotopes are now being used in plastic surgery to study 
revascularization in grafts; in obstetrics to localize the placental 
and uteroplacental vascularization; and in therapeutics to study 
the method of action of antibiotics. In addition to P*®2, I'%1, and 
colloidal gold, radioactive yttrium (Y°%°) is an important thera- 
peutic agent and has been used in the treatment of lung cancer 
by direct injection of particles of its oxide into the pulmonary 
artery. In teletherapy, a relatively new agent, radioactive cesium 
(Cs'87), has been used in England for some time. It is a fission 
product resulting from the combustion of uranium in a pile. 
Cs'*? emits the longest gamma rays (half-life 33 years) and can 
serve as a source of gamma rays without having to be replaced 
frequently because of a decrease in activity. Already radioactive 
cobalt (Co®%°) is beginning to replace roentgen rays. Prof. Tzu- 
zuki of Japan said that blood diseases of the leukemic type con- 
tinue to develop even now in survivors of the Hiroshima and 
Nagasaki explosions. It is difficult to ascertain the exact genetic 
consequences Of exposure to ionizing radiations, but they do 
seem to constitute a significant problem. Hasterlik and Marinelli 
of Chicago reported the follow-up of four technicians acci- 
dently injured by reactors. They noticed changes in the leuko- 
cytes in the form of incompleteness, inclusions, and granula- 
tions. There were also temporary effects on spermatogenesis and 
sperm motility but none on the bone marrow, eyes, or frontal 
cerebral lobe function. The total daily excretion of urinary 
amino acids varied from 2 to 20 times (average 10 times) the 
normal. These qualitative and quantitative variations, occurring 
12 hours after the accident, demonstrated that aminoaciduria 
is an early and sensitive indication of irradiation, even though 
no direct quantitative relationship has been found between in- 
tensity of exposure and degree of aminoaciduria. 

J. F. Loutit of Harwe!', England, said that malignant diseases 
of the blood, cancer of the skin, and cataract may result from 
irradiation. In animals, reduced life span and some threat to 
fertility have been noted. A. V. Lebedinsky of Russia studied 
the influence of ionizing radiation using Pavlov’s method of con- 
ditioned reflexes and demonstrated a decrease in internal inhibi- 
tory mechanisms. He believes that the pathological changes 
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occurring in the blood are due to alterations in the neuroendo- 
crine forces that make up the general adaptation syndrome. He 
showed that changes appear early in the electroencephalogram, 
even after exposure to relatively weak doses of radiation, such 
as those administered during a course of treatment with P*-. 
In Russia radiotherapy is accomplished by means of a tele- 
therapy apparatus with Co", which can give out charges of up 
to 400 curies. Other communications dealt with the radio- 
activity of air, water, and earth, which has been notably ele- 
vated in various parts of the globe during the last few years, 
exposing an ever-increasing portion of the world population to 
the harmful effects of radiation. 

Dr. Sievert described the attempt made in Sweden to deter- 
mine the value of natural radioactivity of various parts of that 
country and to measure the natural radioactivity of living things, 
especially men. Such studies are indispensable for correct de- 
termination later of the increase in general radioactivity. In 
Switzerland, a committee has recently been set up to curb undue 
anxiety in the population of Geneva and to study radioactivity 
of the atmosphere, establish its causes, and specify what dangers 
it entails. From determinations already made, it would seem 
that the radioactivity of the earth around Geneva has substan- 
tially increased since 1947. The additional radioactive sub- 
stances would appear to be of atmospheric origin. If the de- 
velopment of atomic energy entails only a feeble artificial radio- 
activity that is much less than that occurring naturally, the 
danger can be considered to be negligible. This is not so if the 
radioactivity produced is equal or superior to that occurring 
naturally. A significant increase in the present radioactivity of 
the air, water, and land will probably lead to a greater fre- 
quency of natural mutations, causing an increase in the number 
of hereditary malformations within a few generations. A map 
of the radioactivity of the earth’s surface is needed. The World 
Health Organization and the International Labor Organization 
will collaborate in this work. 


Fight Against Bovine Tuberculosis.—At the end of 1954, 68.2% 
of the 162,000 herds in Switzerland were free from tubercu- 
losis. Application of new legislation is expected to eradicate the 
bovine form of the disease completely by 1958. Prof. G. 
Fluckiger, director of the Federal Veterinary Office in Bern, 
estimates that the annual loss caused by bovine tuberculosis is 
20 million Swiss francs. Formerly, in Switzerland, 8 to 10% 
of cases of human tuberculosis were caused by Mycobacterium 
tuberculosis bovis. It is estimated that the loss to the Swiss 
economy caused by human tuberculosis varies between 130 and 
150 million Swiss francs a year (compared with 780,000 francs 
lost as a result of bovine brucellosis). Human tuberculosis of 
the bovine type no longer exists in regions where tuberculosis 
has been systematically eliminated in the herds, and thus, in the 
future, a saving of about 12,500,000 francs can be expected in 
the expenses of the campaign against tuberculosis in human 
beings. Up to the end of 1954, about 200,000 head of tubercu- 
lous cattle were slaughtered. Since the indemnity for each 
animal that must be eliminated is no more than 80% of its 
value, the loss to owners of livestock was about 40 million 
Swiss francs. 


Hematological Changes in Gastric Cancer.—While the classic 
descriptions of gastric cancer include anemia, leukocytosis, and 
polynucleosis, frequently one or more of these are not present. 
J. Gelband and his co-workers (Helvet. med. acta 22:156, 1955) 
studied the hematological changes accompanying gastric cancer 
in 450 hospitalized patients (257 men and 193 women). There 
were 444 carcinomas and 6 primary mesenchymal tumors of ihe 
stomach. In 335 instances, the diagnosis was verified at autopsy 
or operation. More often than not there is no reduction of hemo- 
globin level or there is a discrete anemia, hardly greater than that 
seen in most subjects past 45 years of age. Pronounced anemia 
is the exception in gastric cancer. Furthermore, anemia in gas- 
tric cancer is less often hypochromic than was believed. The 
colorimetric index was more than one in 25% of these patients. 
Less than 18% had an index of less than 0.8. Leukocytosis is 
less common than was believed, but polynucleosis is the com- 
monest hematological anomaly in cancer of the stomach. 
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Congenital Osseous Polydystrophy.—tn the Bulletin of Istanbul 
University Medical Faculty (vol. 14, no. 1), Prof. I. H. Alantar 
reported a case of eccentro-osteochondrodysplasia in a S-year- 
old boy. The first of his four siblings lived only four days; the 
second died of miliary tuberculosis; the third, a premature birth, 
was stillborn; and the fourth died soon after birth. Other mem- 
bers of this family had no somatic abnormalities, but an uncle 
is undersized. When the patient was 8 months old, he was still 
unable to move his limbs and he was treated for rickets with- 
out benefit. He began moving his limbs when well over a year 
old. His first attempt at walking was when he was two, and 
only when he was three was he able to walk slowly and then with 
difficulty. When he was between 18 months and 2 years of age 
there was complete arrest of development. On admission he 
weighed 8,000 gm. (17.6 Ib.) and measured 70 cm. (2 ft. 3.6 
in.), the normal length of a 10-month-old child: his fontanelles 
were closed; he had the flattened head of one with rickets; 
and there was a mild prognathism. He had an intelligent face 
and answered questions sensibly. There was marked hypotonia. 
His fingers were short, and his wrists were seemingly without 
bone. He could easily touch the back of his head with his feet. 
He had a swaying gait and propped his hands on his knees to 
prevent falling. Rachitic scoliosis was marked. His extremities 
were long in relation to his body, and there was bilateral genu 
valgum. His feet were unusually soft and flat, and he had bi- 
lateral dislocation of the hip. He had a few carious teeth; his 
larynx was underdeveloped; and he had ectopic testes. He had 
a symmetric rachitic pelvis and deformed extremities. His head 
was normally formed but had the measurements of the head 
of a 12-month-old child. 

His Pirquet test and serologic tests for syphilis were nega- 
tive. A roentgenogram showed normal fontanelle sutures, a 
large hypophysis, and a large sella turcica. The head of the 
humerus was rarified and partly destroyed: the calcification of 
the radius, ulna, and the metacarpal phalanges was that of a 
newborn child. The head and greater trochanter of the femur 
and the pelvis were underdeveloped, and the acetabulum was de- 
formed. The lower epiphysis of the femur was irregular and 
contained little calcium. The metatarsal phalanges had the struc- 
ture of those of a 3-month-old child. There was dorsal and 
dorsolumbar scoliosis. The vertebral bodies were flattened. In 
the region of the sternum an ossiferous protuberance was seen. 
The lower ribs were shovel-shaped and very thin. The patient 
had normal intelligence. Although he was treated with ultra- 
violet light, vitamin D., and Anteron (a hormone), there was 
no change in his condition. 


Hypochromic Anemia.—In Klinik (vol. 9, no. 6) Demirag and > 
Cura reported the results of intravenous iron therapy in 13 chil- 
dren with hypochromic anemia. The patients were | to 8 years 
old. On admission their erythrocyte counts were 1,200,000 to 
3,400,000 per cubic millimeter; their leukocyte counts were 
2,300 to 5,600 per cubic millimeter; their hemoglobin levels 
were 2.9 to 6.0 gm. per 100 cc.; their reticulocyte counts were 
0.5 to 1.3%; and their hematocrits were 8 to 26. They received 
a daily intravenous injection of Ferronascine (ferri-dia-dioxy- 
B! B dimethyl sodium butyrate) containing 20 mg. of iron. On 
admission the erythrocyte count of one patient, who had had 
malaria for two years, was 2,700,000 per cubic millimeter. After 
six weeks of treatment it was 4,100,000; hemoglobin level 
rose from 3.2 to 9.7 gm. per 100 cc.; reticulocyte count fell from 
4.5 to 2.6%; and the hematocrit increased from 29 to 32. The 
erythrocyte count of another patient with malnutrition was 
3,700,000 per cubic millimeter on admission, and after treat- 
ment for five weeks it was 4,800,000; hemoglobin level rose from 
5.9 to 9.7 gm. per 100 cc.; reticulocyte count increased from 1 
to 14%; and hematocrit increased from 10 to 27. Within 
25 days the average increase in erythrocyte count was | to 2 
million and in hemoglobin level 3 to 4 gm. per 100 cc. Ferro- 
nascine did not greatly affect the leukocyte count. In most of 
the patients it was from 5,400 to 7,600 per cubic millimeter 
following treatment. Ferronascine was well tolerated, and no 
untoward side-effects were observed. 
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CORRESPONDENCE 


COBALT AND THYROID FUNCTION 

To the Editor:—We wish to take issue with some of the con- 
clusions in the articles concerning the effects of cobalt on thyroid 
function that appeared in THE JOURNAL of Aug. 13, 1955, pages 
1347 to 1357. In addition, we wish to describe further experi- 
ences since our observations (J. A. M. A. 157:117-121 [Jan. 8] 
1955) that led us to conclude that cobalt is a goitrogen in man. 
Our reasons for so concluding are worthy of emphasis. 1. Hyper- 
plastic goiters and hypothyroidism were observed to develop 
during administration of cobalt. 2. Tests of thyroid function 
showed evidence of marked suppression of normal activity dur- 
ing drug therapy. 3. Clinical and laboratory recovery occurred 
after withdrawal of cobalt. 

Holly (on page 1349 of the Aug. 13 issue) purports to present 
“complete investigations in animals and pregnant women.” Of 
the group of 78 pregnant women, 58 patients are apparently 
the same group already reported by Holly (Obst. & Gynec. 3: 
562-568 {April| 1955) and presented in Chicago in December, 
1954. It is common knowledge that a goiter easily may escape 
detection if the examiner does not specifically palpate for the 
organ. Holly states that “no thyroid enlargement was noted in 
patients receiving cobalt.” At the same time, in not a single 
one of his 78 patients was any thyroid function test reported, 
thus causing us to wonder if the examiner was “goiter-con- 
scious” at the time the cases were studied. Jaimet and Thode 
(on page 1353) describe extensive thyroid function studies in 
18 children. Of this group, nine patients received cobalt in a 
dosage below that which had been given in our cases. Of the 
nine patients who did receive cobalt in dosage comparable to 
ours, three showed a reduction of thyroid function after an 
initial course of cobalt therapy, two of them strikingly so. The 
authors chose to disregard these cases because a second course 
of therapy failed to cause a similar suppression. We believe the 
failure to reproduce the suppression of function may be related 
to the rebound recovery phase of thyroid function that occurs 
after withdrawal of a thyroid suppressant, and we consider the 
exclusion of the data on these cases unwarranted. The reduc- 
tion of iodine uptake that they observed was similar to that 
which we reported and also to the independent observations of 
Keitel (J. A. M. A. 158:1390 |Aug. 13] 1955). 

Both Holly and Jaimet and Thode infer that our observations 
of goiter in cobalt-treated patients may have been due to co- 
incidence. They should not overlook an important point that 
we emphasized in our report, viz., not only were goiters ob- 
served to develop in patients receiving cobalt but the goiters 
disappeared when cobalt therapy was discontinued. This obser- 
vation has been confirmed by Gairdner, Marks, and Roscoe 
(Lancet 2:1285 |Dec. 18] 1954), who reported goiter and failure 
to thrive in a premature infant receiving cobalt, and McBryde 
(A, M. A, Am. J. Dis. Child. 88:503 |Oct.| 1954), who reported 
goiter in a premature infant receiving Roncovite, a cobalt-iron 
preparation. Klinck (on page 1347) reports on 10 patients with 
thyroid hyperplasia, of whom 5 had been given cobaltous 
chloride, but he is unwilling to implicate cobalt as a cause of 
thyroid hyperplasia. The patients were apparently an unselected 
group from widely separated parts of the country. A statistical 
calculation of the binomial confidence limits shows, with 95% 
confidence, that in order for 5 cobalt-treated out of 10 cases 
of goiter to occur by chance, it would be necessary that a mini- 
mum of 18.7% (and a possible maximum of 81.3%) of the 
population from which these cases were drawn had received 
cobalt. Such a figure far exceeds prudent estimates of the drug’s 
actual use; we, therefore, view Klinck’s findings as strong 
support of the thesis that cobalt is goitrogenic. 

In addition to the reported cases referred to above, we have 
received communications concerning 14 cases of goiter and/or 
thyroid dysfunction in cobalt-treated patients. Of these, 10 pa- 
tients were infants, 4 of whom were premature; 2 patients had 
renal disease; and 2 had Mediterranean anemia. None of these 
had sickle cell anemia. We have good reason, therefore, for 


believing that our findings are not solely and specifically related 
to sickle cell anemia. Eight of the cases were observed while the 
patients were receiving Roncovite, thus indicating that the addi- 
tion of iron to cobalt does not protect against the goitrogenic 
effect of cobalt. Since hypothyroidism is more injurious to the 
health of infants and children than to adults, we are of the con- 
tinuing opinion that indiscriminate use of cobalt salts should 
be particularly avoided in this young age group. Our caution is 
especially appropriate in view of the recent communication from 
the editorial board of Blood (10:852 |Aug.| 1955). After interro- 
gation of 17 acknowledged experts in hematology on the use 
of cobalt preparations, the moderator, William Dameshek, 
summed up: “It seems well-nigh unanimous from the above 
comments that cobalt has little if any value in the clinical man- 
agement of anemia. Even in the anemia of chronic nephritis for 
which some beneficial results have been claimed, although there 
may be slight improvement in red cell values, there is probably 
little if any clinical benefit for the patient. Our experience with 
cobalt in the treatment of hypoplastic anemia and other in- 
stances of bone marrow failure has been almost uniformly dis- 
appointing. In iron deficiency, there seems little if any indica- 
tion for using anything other than iron, which has such striking 
value. Because of the almost complete unanimity of the panel 
in this regard and because of possible toxicity of cobalt in some 
patients, it seems unwise to recommend cobalt alone or cobalt 
with iron to the medical profession, although of course one might 
continue its use as an experimental material under certain 
circumstances.” 

JoserpH P. Kriss, M.D. 

WILLIAM H. Carnes, M.D. 

RutH T. Gross, M.D. 

Stanford University School of Medicine 

San Francisco 15. 


ADENOMA SEBACEUM 

To the Editor:—In the article “The Cardiologist Looks at the 
Skin” in THE JouRNAL, July 9, 1955, page 821, Silverman and 
Bernstein state that adenoma sebaceum “is a nevoid disorder 
in which involvement of the sebaceous glands is a feature.” We 
are in disagreement with this statement. Our recent studies at 
Rosewood State Training School, Owings Mills, Md. (Maryland 
M. J. 3:607-611 |Nov.| 1954) were in agreement with those of 
Butterworth and Wilson (Arch. Derm. & Syph. 43:1-41 [Jan.] 
1941). Adenoma sebaceum is a misnomer, since histological sec- 
tions of this condition are singularly devoid of sebaceous gland 
hyperplasia; on the other hand, there is evidence of fibrous 
hyperplasia. Drs. Silverman and Bernstein have, however, done 
a superb job in their presentation and again stress the adage 
that “the skin may act as a mirror of internal disease.” 


ISRAEL ZELIGMAN, M.D., Med. Sc.D. 
1109 N. Calvert St. 

Baltimore 2. 

Litur. SAMUEL P. Scaia, M.C., U.S.N.R. 
Box D—U. S. Naval Station 

Rodman, Canal Zone. 


CARDIOPERICARDIOMYOPEXY 

To the Editor:—In THE JourRNaAL, Aug. 20, 1955, page 1459, in 
the Foreign Letters section under France, the abstract of my 
article has a few errors. The title should be “Cardiopericardio- 
myopexy.” The operative mortality rate in angina pectoris is 
5% and not 10% as reported. These operations were performed 
in New York City, and I believe that it be appropriate to mention 
it in order not to create the impression that they were performed 
in France. 


AARON GorRELIK, M.D. 
1749 Grand Concourse 
New York 53. 


708 
& 
195 


Vol. 159, No. 7 


MEDICAL FILM REVIEWS 


Toxemia of Pregnancy: 16 mm., color, sound, showing time 29 minutes. 
Prepared by M. S. Assali, M.D., 8S. T. Gerber, M.D., and R. D. Bryant, 
M.D., University of Cincinnati College of Medicine and Cincinnati Gen- 
eral Hospital. Sponsored by Irwin Neisler Company, Decatur, Ill. Pro- 
duced in 1955 by and procurable on loan from Mervin LaRue, Inc., 
159 E. Chicago Ave., Chicago 11. 


Toxemia is defined as an acute vascular complication of preg- 
nancy characterized by generalized arteriolar vasoconstriction, 
edema or albuminuria or both, and sometimes by convulsions 
and coma. The vasoconstriction is considered to be humoral 
rather than neurogenic in origin. The effects of the vasocon- 
strictor substance on blood vessels and secondarily on the brain, 
kidney, and uterus are illustrated by animated drawings. This 
medium is also used to demonstrate the rationale of using a 
vasodilating drug (Veratrum viride) in the treatment of toxemia. 
The method of treatment used at the Cincinnati General Hospital 
is outlined, and the results in the treatment of eclampsia in over 
200 consecutive cases since 1930 are given. The film mentions 
that toxemia accounts for one-third of all maternal deaths in 
the United States. It should be said that it is one of the three 
most common causes of maternal mortality along with hemor- 
rhage and sepsis, these three producing about 50° of the deaths. 
It is not the leading cause of fetal mortality. The impression is 
given that the eyeground findings are very valuable for diagnosis 
and prognosis; however, this would be questioned by some. The 
film gives the authors’ concept of vasoconstriction, which not 
everyone would agree with. Nevertheless, the film should be of 
considerable general interest. This method of treatment should 
be considered very carefully before there is widespread adoption 
of it, because the authors are treating a symptom ifstead of a 
disease and this should be clarified. The photography, animation, 
and narration are very well done. 


Too Young to Burn: 16 mm., color, sound, showing time 26 minutes. 
Prepared by Harry F. Dietrich, M.D., Beverly Hills, Calif. Produced in 
1954 by Sid Davis Productions, Hollywood, Calif., for the Federation 
of Mutual Fire Insurance Companies, Chicago. Procurable on loan from 
Modern Talking Picture Service, 140 E. Ontario St., Chicago 11, or 
regional offices of Modern Talking Picture Service. 

The purpose of this film is to cause parents to think about 
safeguarding their children from fire and to cause them, as a 
result of their thinking, to teach fire safety correctly to their 
children. It sets forth the concept that the absolute parental 
protection of children from accidental injury from early infancy 
must be replaced later through the preschool years by education, 
This point is illustrated by several scenes in which accidental 
burns of a minor nature are used by parents as an educational 
experience. The film contains much negative teaching, which is 
not too effective, and the pace is too slow to maintain interest, 
particularly in the first half of it. It would be more effective if 
the points made were concentrated into approximately half the 
time. The film is intended primarily for parents of infants and 
preschool children and would also be suitable for any groups 
concerned with accident prevention, particularly in the home 
and in regard to children, and to special groups of upper high 
school and college age who are studying community problems 
and accident prevention. 


NEW FILMS ADDED TO A. M. A. 

MOTION PICTURE LIBRARY 

Surgical Approaches to the Elbow Joint: 16 mm., color, sound, showing 
time 37 minutes. Prepared by LeRoy C. Abbott, M.D., University of 
California. Produced in 1950 by Churchill-Wexler Film Productions, Los 
Angeles, for the Veterans Administration. Procurable on loan (service 
charge $3) from Committee on Motion Pictures and Medical Television, 
American Medical Association, 535 N. Dearborn St., Chicago 10. 


This motion picture combines the surgical and anatomic 
approaches to the elbow joint. Skillful blending of animated 
drawings with an anatomic review based on demonstration of 
the parts in the living subject precedes the surgical approach. 
A desirable educational feature of the film is the reiteration and 
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summarization of the essentials of a given section after they are 
first pictured and described. (A complete review of this film 
appeared in the Feb. 24, 1951, issue of THE JOURNAL, page 584.) 


Surgical Approaches to the Spine and Sacroiliac: 16 mm., color, sound, 
showing time 27 minutes. Produced in 1953 by Churchill-Wexier Pro- 
ductions, Los Angeles, for the Veterans Administration. Technical adviser: 
LeRoy C. Abbott, M.D., University of California. Procurable on loan 
(service charge $3) from Committee on Motion Pictures and Medical 
Television, American Medical Association, 535 N. Dearborn St., Chicago 
10, 


The surgical approach to the joint is demonstrated by use 
of a cadaver, the steps in the procedure being shown by diagram. 
The approach to the lumbar aspect of the spine is also illus- 
trated by an operation on a cadaver, with a recapitulation in 
animation that clarifies the steps in the procedure. (A complete 
review of this film appeared in the April 23, 1955, issue of THE 
JOURNAL, page 1580.) 


Surgical Approaches to Joints of the Wrist: 16 mm., color, sound, showing 
time 33 minutes. Produced in 1951 by Churchill-Wexler Productions, Los 
Angeles, for the Veterans Administration. Technical adviser: LeRoy C. 
Abbott, M.D., University of California. Procurable on loan (service 
charge $3) from Committee on Motion Pictures and Medical Television, 
American Medical Association, 535 N. Dearborn St., Chicago 10. 


Animated diagrams depict the bones, ligaments, muscles, ten- 
dons, and neurovascular structures with which the surgeon deals 
in various approaches to the wrist. The sections on anatomy 
are followed by operations employing approaches to the volar, 
radiovolar, ulnar, and dorsal aspects. (A complete review of this 
film appeared in the Nov. 29, 1952, issue of THE JOURNAL, page 
1338.) 


Disaster Anesthesia: 16 mm., color, sound, showing time 35 minutes. 
Prepared by Max S. Sadove, M.D., and Lloyd A. Gittelson, M.D., Uni- 
versity of Illinois College of Medicine. Produced in 1952 by Scientific 
Film Company, Berwyn, Ill., for E. R. Squibb & Sons. Procurable on 
loan (service charge $4) from Committee on Motion Pictures and Medical 
Television, American Medical Association, 535 N. Dearborn St., Chi- 
cago 10, 

This is a civil defense training film for teaching dentists and 
physicians to act as anesthetists for emergency duty in case of 
disaster. A technique is shown for administering general anes- 
thesia safely and efficiently to huge groups of injured people 
with improvised equipment and shelter. In general, this film is 
well planned; however, the subject of resuscitation should be 
emphasized a litthke more in detail. In the use of premedication, 
a warning about dosage should be given so that overdoses will 
not be administered. This film is recommended for showing to 
all physicians. 


Principles of Respiratory Mechanics: Part I: 16 mm.. color, sound, show- 
ing time 22 minutes. Prepared by Edward P. Radford, M.D.; Jere Mead, 
M.D.; Malcolm McElroy, M.D., Department of Physiology, Harvard 
School of Public Health; and Matilda C. Smith, National Foundation 
for Infantile Paralysis. Produced in 1955 by Science Pictures, Inc., under 
a grant from the National Foundation for Infantile Paralysis. Procurable 
on loan (service charge $1) from Committee on Motion Pictures and 
Medical Television, American Medical Association, 535 N. Dearborn St., 
Chicago 10. 

This film illustrates the mechanical behavior of the lungs in 
normal and pathological states. Utilizing for illustration nor- 
mal subjects, patients with respiratory conditions, and ani- 
mated drawings, the film deals with such basic concepts as elastic 
and resistive properties of the lungs and pressure-volume rela- 
tionships. An unusual feature is the use of a transparent respi- 
rator of the Drinker type that should be extremely valuable for 
purposes of instruction and research. The main value of the 
film lies in the actual photographs of the volunteer subjects and 
in the animated diagrams. However, the diagrams may be criti- 
cized for portraying the up and down movement of the dia- 
phragm as a succession of jerks and for not showing accurately 
the movement of the lungs at the costophrenic angles. This film 
should be of interest to medical students in a course of respira- 
tory physiology and also to students in special courses on the care 
of patients with poliomyelitis. The color photography, animated 
sequences, and narration are excellent. 
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INTERNAL MEDICINE 


The Diagnosis of Tricuspid Stenosis. W. Whitaker. Am. Heart 
J, 50:237-241 (Aug.) 1955 |St. Louis]. 


The blood pressure records obtained by catheterization of the 
right side of the heart from one patient with a normal tricuspid 
valve and from three patients with mitral stenosis and tricuspid 
stenosis are described. Of the three patients with tricuspid sten- 
osis, two had tricuspid stenosis and sinus rhythm, and their 
records showed an abnormally high auricular pulse pressure 
that was not transmitted to the ventricle and a higher diastolic 
blood pressure in the auricle than in the ventricle. The record 
of the third patient with tricuspid stenosis showed no auricular 
pulse, since the patient had auricular fibrillation, but there was 
an abnormal diastolic blood pressure gradient between right 
auricle and ventricle similar to those recorded in the two patients 
with sinus rhythm. A rise in auricular blood pressure of about 
5 mm. Hg during ventricular systole suggested that there was 
also slight tricuspid incompetence in the patient with auricular 
fibrillation, and this was confirmed at operation, when a stream 
of blood was felt regurgitating through the stenosed tricuspid 
valve during ventricular systole. Thus in all three patients with 
an abnormal tricuspid valve, the auricular blood pressure was 
higher than the ventricular pressure during ventricular systole. 
This abnormal pressure gradient across the tricuspid valve 
appears to be the most valuable sign of tricuspid stenosis. Ab- 
normally high auricular pulse pressures, which were not trans- 
mitted to the ventricle and which were present in the two 
patients with sinus rhythm, were manifested clinically as a giant 
“a” wave in the jugular venous pulse and as a presystolic hepatic 
pulsation. The limitations of this clinical sign are, first, that it 
is lost when auricular fibrillation develops (as occurs in many 
patients with tricuspid stenosis) and, secondly, that when there 
are signs of pulmonary hypertension it is impossible to decide 
whether giant “a” waves are a manifestation of tricuspid sten- 
osis or of pulmonary hypertension. The giant “a” waves are 
a valuable sign of tricuspid stenosis only when they occur 
without other signs of complicating pulmonary hypertension, 
such as a lift over the right ventricular outflow tract, a palpable 
pulmonary second heart sound, right ventricular hypertrophy 
in the electrocardiogram, and abnormally prominent pulmonary 
arteries On radiological examination, 


Eisenmenger’s Complex. J. W. Brown, D. Heath and W. 
Whitaker. Brit. Heart J. 17:273-284 (July) 1955 |London, 
England}. 


Brown and associates describe observations on seven patients 
with Eisenmenger complex. This is a clinical rather than an 
anatomic diagnosis, appropriate for patients with cyanotic con- 
genital heart disease with pulmonary hypertension and an over- 
riding aorta. The symptoms and signs associated with this 
anomaly are characteristic but not diagnostic of it, since they 
occur in other forms of cyanotic congenital heart disease with 
pulmonary hypertension. Breathlessness on exertion, hemoptysis, 
and chronic cough were the common symptoms. Hoarseness and 
aphonia did not occur in the present series. The only physical 
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signs common to this group of patients, other than cyanosis, 
were those of pulmonary hypertension, Cyanosis developed dur- 
ing adolescence except in One patient, in whom it was present 
from birth. Four patients had no murmurs. A parasternal sys- 
tolic murmur is not an essential feature. On electrocardio- 
graphic examination there was evidence of right ventricular 
dominance in all patients except one who had also systemic 
hypertension. On radiological examination there was evidence 
of right ventricular hypertrophy and dilatation of the pulmo- 
nary arteries, which was not of the extreme degree usually 
considered characteristic of Eisenmenger complex. Angiocardi- 
ography was the most important diagnostic investigation, since 
it demonstrated the overriding aorta. Cardiac catheterization 
confirmed the presence of pulmonary hypertension, The ana- 
tomic components of Eisenmenger complex have been defined 
as a high ventricular septal defect in the membranous part of 
the septum, dextroposition of the aorta so that it arises from 
both ventricles above the septal defect or from the right ven- 
tricle alone, absence of pulmonary stenosis with a normal or 
dilated pulmonary artery, and characteristic changes in the 
pulmonary vascular tree. The pathological features that may 
occur in a patient fulfilling the criteria for a diagnosis of Eisen- 
menger complex in life include at one extreme a ventricular 
septal defect with pulmonary hypertension, right ventricular 
hypertrophy, and an overriding aorta and at the other extreme 
a moderate degree of transposition of the great vessels. Recog- 
nizing this, Lev in 1953 subdivided Eisenmenger complex ana- 
tomically into Eisenmenger complex with overriding aorta and 
the Eisenmenger type of transposition, as in one patient of the 
present series, who had an abnormal origin of the coronary 
arteries. On histological examination, medial hypertrophy and 
intimal changes in the pulmonary arteries and arterioles, which 
occur in other forms of congenital heart disease with pulmo- 
nary hypertension, are also characteristic of Eisenmenger 
complex. 


Age and Sex Factors in Coronary Artery Disease. A. A. F. 
Peel. Brit. Heart J. 17:319-326 (July) 1955 |London, England}. 


The investigations in the course of which the present obser- 
vations were made were originally begun to assess the immedi- 
ate and remote prognosis in patients who have had an acute 
coronary episode and do not include cases of chronic angina 
of effort which started so insidiously and progressed so slowly 
that no definite episode could be recognized. The patients were 
seen in consulting practice, and the material therefore includes 
a wider range of severity than series of hospital admissions. 
Analogous cases referred to the outpatient department or ad- 
mitted to the cardiac wards of the Victoria Infirmary, Glasgow, 
Scotland, between January, 1951, and December, 1953, were 
also studied. The average incidence of coronary attacks was 
compared in men and women in a series of 865 cases. The over- 
all proportion of males to females was four to one. This ratio 
varied in different age groups. The youngest male was aged 
28, and there were several between this age and 43, which was 
the age of the youngest female. Below age 50 the ratio of males 
to females was 7 to 1; between 50 and 59 it was almost 10 to 1. 
From 60 to 69 the ratio had dropped to just over four to one, 
while from 70 onwards it was under two to one. Coronary 
artery disease starts earlier in men, reaches a peak at age 55 
to 59 and thereafter falls steeply. In women the rise in incidence 
is slow and steady from age 40 to age 70; there is no ultimate 
fall in incidence comparable to that seen in men. The immedi- 
ate mortality in 276 cases of cardiac infarction, which were 
treated before anticoagulants were adopted, was analyzed in 
relation to age and sex. In men the mortality rose steadily from 
5% at ages under 44 to 35% at ages over 65; in women the 
mortality is approximately 25% in all age groups, rising only 
slightly as age advances. The long-term prognosis was studied 
in 240 survivors from cardiac infarction and 129 survivors from 
attacks of cardiac ischemia. The best expectation of life was 


710 
Vil 
195 


Vol. 159, No. 7 


found in men aged 50 to 54 who fared better than younger 
men; the worst expectation was at age 60 to 64. In women the 
expectation was best at ages below 50 and diminished pro- 
gressively as the age at onset increased. Information available 
on deaths showed that almost one third of the deaths occurred 
in a second or subsequent attack, and these deaths are spread 
over the ensuing years being only a littke more common in the 
first than in later years. Cardiac failure accounted for nearly 
another third, but most of the deaths from this cause occurred 
within the first year. One death in every five occurred quite 
suddenly while the patient was engaged in his usual daily rou- 
tine; these deaths again were perhaps a litthke more com.non in 
the first and third than in other years. The author feels that 
deaths from bronchial carcinoma soon after coronary throm- 
bosis or cardiac infarction seem much too high to be purely acci- 
dental. The original coronary thrombosis may have been an 
early symptom of the developing bronchial carcinoma. 


Specific Therapy for Salicylism. G. E. Schreiner, L. B. Berman, 
J. Griffin and J. Feys. New England J. Med. 253:213-217 (Aug. 
11) 1955 [Boston]. 


This report concerns studies carried out on two patients 
poisoned with acetylsalicylic acid (aspirin). The first patient, a 
man aged 44, was found unconscious in his room. Seven empty 
aspirin bottles were found, and it was estimated that he had 
ingested 210 gm. of aspirin. Since the patient’s clinical appear- 
ance raised considerable doubt as to spontaneous recovery, 
dialysis on a Kolff artificial kidney was begun seven and one- 
half hours after admission. After one hour, respiration was more 
quiet; after two hours the patient was awake, attempting to 
speak, and able to drink water, and by the third hour he was 
speaking rationally. The procedure was carried out tor a total 
of six hours, with a mild hypotension (blood pressure of 80/60 
mm. Hg) as the only untoward effect. The patient denied any 
suicide attempt but stated that he had obtained seven bottles 
of aspirin about eight weeks before admission and had begun 
to take them for headaches, at first 5 tablets a day, gradually 
increasing to 50 tablets a day. This gave him a pleasantly 
drowsy feeling along with blurred vision, diminished auditory 
acuity, sweating, and occasional headache. On the day before 
admission he had taken no more than the usual amount but 
had combined it with Coca-Cola. He had felt faint toward the 
evening before admission and then remembered no more until 
he awakened during the dialysis. The second patient was a 19- 
year-old woman who had a history of an earlier suicide attempt 
with aspirin. On Sept. 16, she had dissolved “1 bottle” (83 
gm.) of aspirin in a glass of water and had drunk about “half.” 
She was seen at another hospital four hours later, and a gastric 
lavage was performed. She was then discharged. Later that 
evening she began to complain of difficulty in hearing and was 
returned to the same hospital at 10:00 a. m. on Sept. 17, awake, 
hyperpneic, restless, and partially deaf. She was transferred to 
Georgetown University Hospital, where, on admission, she was 
drowsy but oriented. Speech was slurred, and she complained 
of a roaring sound in her ears. Physical examination revealed 
flushed facies, a hot, dry skin and deep, irregular respirations 
at 36 per minute. The blood pressure was 110/50 mm. Hg; the 
pulse rate was 100 per minute and the temperature 99.8 F (37.7 
C) by rectum. Because approximately 30 hours had elapsed 
since the ingestion of aspirin without loss of consciousness, con- 
servative management was considered justified, and intravenous 
administration of fluids and sodium lactate was started. The 
course Over the next six days was one of progressively severe 
mental disturbance, including visual hallucinations and mani- 
acal behavior, which reached their peak on the fourth day. She 
abruptly: reverted to normal behavior on the fifth day and was 
discharged, asymptomatic, one day later. The authors emphasize 
the value of the artificial kidney in quickly removing salicylates 
from the body. In an addendum the authors mention two other 
cases of salicylism due to the ingestion of aspirin (132 gm. in 
one and 166 gm. in the second patient). The first died on ad- 
mission nine hours after ingestion. The second patient was ad- 
mitted 16 hours after ingesting 166 gm. A blood ievel of 115 
mg. per 100 cc. was reduced to 29 mg. by a seven hour dialysis, 
and the patient awakened and had a complete recovery of re- 
flexes and faculties. However, multiple coagulation defects, with 
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gastrointestinal hemorrhage, developed; she received 10 liters 
of blood but died five days later with generalized purpura and 
anuria, 


Treatment of Asthma by Corticotherapy: Based on Ninety-Five 
Cases. P. Vallery-Radot, C. Laroche and G. Lyon. Presse méd. 
63:1043-1045 (July 16) 1955 (In French) |Paris, France}. 


The authors treated 95 patients with severe asthma with cor- 
ticotropin, cortisone, or hydrocortisone. The effects of the three 
hormones are highly similar. Rapid sedation of symptoms was 
obtained in 80 patients. Of the 15 patients in whom therapy 
failed or proved unsatisfactory, 4 died. Necroscopic examina- 
tion showed the usual lesions of status asthmaticus. The long- 
term results were variable; only 10 patients gained benefit from 
corticotherapy for more than six months. Prolonged treatment, 
from two months to three years, was practiced in 16 patients and 
was successful in 12 of them. There were three complete failures 
and one fair result. Dosage in these patients ranged from 50 
to 100 mg. of corticotropin or cortisone each day. There is no 
means of judging the individual patient’s chances for success- 
ful treatment in advance, since the result seems to be inde- 
pendent of age, severity, or duration of disease, and whether the 
asthma stems from an allergy or a bronchial superinfection. 


Incidence of Amebiasis in Healthy Individuals, Clinic Patients 
and Those with Rheumatoid Arthritis. R. EF. Rinehart and H. 
Marcus. Northwest Med. 54:708-712 (July) 1955 [Seattle, 
Wash. |. 


Comparative studies of the efficiency of various methods of 
preserving and staining stool specimens for the identification 
of trophozoites and cysts of Endamoeba histolytica showed that 
examination of a wet preparation, stained with dilute iodine 
solution, preferably after concentration, is the most sensitive 
method for detection of the cystic forms of E. histolytica. One 
hundred stool specimens obtained from four persons, each of 
whom had been negative for E. histolytica on at least 12 previ- 
ous eXaminations, were examined with the iodine staining 
method; 2 of the 100 specimens were reported to contain un- 
identified cysts and 98 as “no parasites found,” giving a pre- 
sumptive false positive rate of less than 2% for a single examina- 
tion. Thus, in competent hands, the iodine staining method does 
not give rise to extensive false positive reports. Stool specimens 
from 146 normal medical students, from 150 clinic patients 
selected at random but with the exclusion of patients with rheu- 
matoid arthritis, and from 150 patients with rheumatoid 
arthritis were examined. Results showed that six stool exami- 
nations, at intervals of two or more days, will establish the 
diagnosis in 95% or more of the persons infected with E. histo- 
lytica. A single examination will detect from 40 to 60% of those 
infected. Approximately 30% of normal persons living in Ore- 
gon are at any one time subclinically infected with E. histo- 
lytica. A similar incidence was found in persons with a wide 
variety of illnesses. Ninety-five per cent of the patients with 
rheumatoid arthritis were infected with E. histolytica. 


Infection with Drug-Resistant Tubercle Bacilli. F. Beck. Am. 
Rev. Tuberc. 72:151-157 (Aug.) 1955 {|New York]. 


Of 600 patients with newly diagnosed pulmonary tuberculo- 
sis who had been admitted to the State Tuberculosis Hospital 
in Ray Brook, N. Y., since 1948, tubercle bacilli were cul- 
tured in 480. Drug-susceptibility studies revealed that only 10 
of the 480 patients had been infected with drug-resistant 
tubercle bacilli. The presumptive source of contact could be 
established in all but two of these. The strains of tubercle 
bacilli were primarily resistant to streptomycin in eight patients 
and to streptomycin and aminosalicylic acid (PAS) in two pa- 
tients. Of these 10 patients, one did well without chemotherapy 
and 8 made satisfactory recoveries after multiple drug therapy, 
which included streptomycin. Only the 10th and most recent 
patient had an unfavorable prognosis. Infection with drug- 


‘ resistant tubercle bacilli in such a small ratio of patients is not 


likely to become a serious public health problem. Most of the 
patients with this type of infection were treated successfully, 
because of the availability of several effective chemothera- 
peutic agents. 
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The Prevalence of Streptomycin- and Isoniazid-Resistant Strains 
of Mycobacterium Tuberculosis in Patients with Newly Dis- 
covered and Untreated Active Pulmonary Tuberculosis. A. D. 
Chaves, A. B. Robins, H. Abeles and others. Am. Rev. Tuberc. 
72:143-150 (Aug.) 1955 [New York]. 


Between July, 1953, and January, 1955, culture studies were 
carried out on 24 hour sputum specimens obtained from 898 
untreated patients with newly reported active and newly reac- 
tivated pulmonary tuberculosis who had been registered from 
the 23 chest clinics of the state of New York. Mycobacterium 
tuberculosis was isolated from the sputums of 385 (43%) of these 
patients. The patient-strains of tubercle bacilli were tested for 
susceptibility to streptomycin and isoniazid by the direct method. 
In 342 (89%) of the 385 patients, the strains of Mycobacterium 
tuberculosis were completely susceptible to both streptomycin 
and isoniazid. Of the remaining 43 patients (11%) from whom 
strains were isolated that showed any degree of resistance to 
either drug, only 6 (1.6% of the total) had strains significantly 
resistant to streptomycin and only 9 (2.3% of the total) had 
strains significantly resistant to isoniazid. None of the patients 
had organisms that were significantly resistant to both drugs. 
While strains of tubercle bacilli resistant to streptomycin and 
isoniazid thus were demonstrated in the sputum of a small num- 
ber of chest clinic patients with newly discovered and untreated 
active pulmonary tuberculosis, this does not, at present, repre- 
sent a serious public health problem. 


Autoerythrocyte Sensitization: A Form of Purpura Producing 
Painful Bruising Following Autosensitization to Red Blood Cells 
in Certain Women. F. G. Gardner and L. K. Diamond. Blood 
10:675-690 (July) 1955 [New York]. 


Gardner and Diamond describe the occurrence, in four 
women, of an abnormal response to bruising, characterized by 
local pain, swelling, and extension of bleeding into adjacent 
areas. The first of the four cases concerned a 44-year-old nursz, 
who 20 years before had been struck by an automobile and -had 
suffered a fracture of the skull with concussion and a fracture 
of the pelvis, with multiple abrasions, contusions, and ec- 
chymoses of the lower extremities. Two months later her physi- 
cian observed that her right knee remained stiff and had a per- 
sistent ecchymotic area. The knee joint was explored surgically 
and a hematoma removed from the patellar bursa. However, 
the ecchymotic areas around the knee persisted, and the patient 
began to have painful swelling and ecchymoses around the ankle. 
At this time, she was seen by one of the authors of this report. 
Studies on her blood yielded normal results. A wide variety of 
medical treatments were ineffective. A splenectomy was done in 
an effort to improve the bleeding tendency and to control the 
ecchymotic lesions. Following splenectomy the skin lesions 
were absent for a three year period but then reappeared. Asso- 
ciated with the skin lesions, the patient has had two episodes of 
cerebral hemorrhage and repeated bleeding from the gastro- 
intestinal and genitourinary tracts without known trauma. Mul- 
tiple symptoms suggest that the patient may have a diffuse vas- 
cular defect as well as an abnormal tissue response to extra- 
vasated red blood cells. During the first 15 years of her illness, 
her painful ecchymotic lesions were initiated by trauma. In 
later years, “physiologic trauma” appears to have been ade- 
quate to initiate the abnormal tissue reaction. The use of whole 
blood injections to control the painful lesions is of interest, for 
certainly one would anticipate further sensitization from the 
procedure, but some “desensitization” and temporary benefit 
seemed to result. Aiter presenting the histories of the other 
three patients, the authors describe skin test procedures carried 
out on the patients and on controls. The observations on the 
four women patients indicate a tissue sensitivity to extravasated 
red blood cells. The factor responsible was present in the red 
cell stroma and was not associated with the hemoglobin. All 
patients had had an episode of trauma associated with bruising 
before the onset of the painful ecchymotic lesions. The authors 
believe that the term “erythrocyte autosensitization” can be used 
to describe what has occurred here. They suggest that this 
syndrome may represent another example of autosensitization 
such as has been suggested for lupus erythematosus, some 
forms of acquired hemolytic anemia and of thrombocytopenic 
purpura, and for an increasing number of disease states. 
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The Mechanics of the “L. E.” Cell Phenomenon, Studied with a 
Simplified Test. I. Snapper and D. J. Nathan. Blood 10:718- 
729 (July) 1955 [New York]. 


The discovery of the L. E. cell in heparinized bone marrow 
preparations of patients with disseminated lupus erythematosus 
by Hargraves and associates has been repeatedly confirmed. 
The L. E. cell consists of a neutrophilic polymorphonuclear leu- 
kocyte whose nucleus is compressed to the periphery of the 
cell by the cytoplasmic inclusion of a ‘relatively homogeneous, 
swollen mass, which takes a pale blue color with Wright or 
Giemsa stains. All the current methods of detecting the L. E. 
cell involve the necessity for venipuncture, repeated and bother- 
some centrifuging, and the talents of a trained technician. The 
preparation of the smears in which the L. E. cells must be 
searched for requires hours of work. In some _ instances, 
When the diagnosis of dissemi lupus erythematosus is 
certain on clinical grounds, one may spend several fruitless hours 
searching for the L. E. cell. For these reasons an extremely 
simple, inexpensive, and rewarding method using one drop of 
finger blood has been devised by the authors. With this tech- 
nique large numbers of lupus cells are formed by positioning one 
drop of finger blood or ear blood of a lupus patient upon an ac- 
cumulation of dried, normal polynuclear leukocytes. Thick 
leukemic smears and perhaps even imprints of various carci- 
nomas or Hodgkin’s tissue can also be used as substrates. No 
false positive results were obtained in a group of control pa- 
tients. Striking results were obtained with this method in 20 of 
21 patients known to have disseminated lupus erythematosus. 
The remaining patient in whom a single L. E. cell was found 
by a conventional method to date has yielded no lupus cells by 
this method. The difference in appearance of the inclusion body 
of some of these cells from the characteristic Hargraves cell is 
highlighted. Theoretical considerations of the mechanism of 
lupus cell formation are discussed and reassessed in the light of 
the experience with this method. For the formation of L. E. 
cells it seems necessary that living polynuclear leukocytes, dead 
cells, and lupus serum be brought together. The lupus serum 
can depolymerize the desoxyibose nucleic acid of the nuclei of 
the dead cells but not of living cells. The depolymerized ma- 
terial is then phagocytized by living polynuclear cells and forma- 
tion of lupus cells results.. 


The Inheritance of Porphyria. G. Dean and H. D. Barnes. 
Brit. M. J. 2:89-94 (July 9) 1955 [London, England]. 


The porphyrias are disorders involving profound disturbances 
in the metabolism of pyrrole pigments resulting at times in 
marked increase in the excretion of porphyrins in the urine. 
The authors investigated porphyria among Europeans in South 
Africa. The genealogies of 13 porphyric families, all of old 
stock and almost certainly related far back in South African 
history, have been traced and a number of other families await 
investigation. A total of 236 members (121 male and 115 female) 
had clinical manifestations of porphyria. The family tree of a 
large porphyric family group is presented. This group is typical 
of the 12 others that have been investigated. In all these groups 
porphyria has appeared in its acute form, in its chronic cutane- 
ous form (the “cutanea tarda” type), or as a symptomless por- 
phyrinuria. In many cases one type changed into the other. 
They are different manifestations of the same inherited disorder. 
Fifty per cent of the children of a porphyric parent will inherit 
porphyria and the distribution of the inheritance between the 
sexes iS approximately equal. Porphyria, as it occurs in South 
Africa, is inherited as a Mendelian dominant characteristic and 
is not sex-linked. Cutaneous manifestations are more pro- 
nounced in men, acute attacks are more common in women. 
Men are more constantly exposed to the sun and to trauma; 
women appear more likely to be given sedative drugs or to be 
operated on for abdominal pain, often under a barbiturate 
anesthetic. Barbiturates may precipitate an acute attack of 
porphyria. There may also be endocrine factors. In the latent 
Stage diagnosis may be difficult. The personal and family his- 
tory is of the utmost importance, and the urine and feces should 
be examined by a biochemist who is experienced in detecting 
porphyrins. When a diagnosis of porphyria is made, it is im- 
portant to trace the genealogical tree and to investigate the 
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other members of the family group. These investigations will 
usually result in the discovery of many other cases in members 
of the family group, who could then be warned of the inherent 
danger. 


Carcinoma of the Cecum: Clinical Analysis of 33 Cases. R. C. 
Lynch, S. B. Hutton and G. D. Johnson. Am. J. Gastroenterol. 
24:53-60 (July) 1955 |New York]. 


During the 10 year period ending Dec. 31, 1952, of 125,000 
new patients admitted to the Ochsner Clinic for examination 
there were 33 with proved carcinoma of the cecum. The authors 
analyze observations on these 33 patients in an attempt to eluci- 
date early diagnostic features. Fourteen of the patients came to 
the physician because of pain. Eight patients had noted a definite 
change in bowel habits, and two complained of passage of blood 
from the lower bowel. In the remaining nine patients, a group 
of symptoms, including the presence of an abdominal mass, 
was the reason for medical consultation. Operation was per- 
formed on 32 of the 33 patients. The remaining patient was 
admitted to the hospital in extremis from intestinal obstruction. 
Four of the 32 patients operated on died in the hospital. Of the 
28 patients who survived surgical treatment, 27 reperted for 
subsequent examination. Of the two patients on whom explora- 
tion and biopsy were carried out, one died in the hospital and 
the other survived for one year. This patient had received 
several courses of nitrogen mustard therapy. Only one of the 
five patients on whom palliative ileotransverse colostomy was 
performed survived a comparable period. In 25 patients resec- 
tion of the right colon and terminal ileum and ileotransverse 
colostomy was performed. One of these died shortly after opera- 
tion, and it has been impossible to trace another. Of the remain- 
ing 23 patients, 7 died of recurrent metastasis within 14 months 
following operation. The remaining 16 are well or without 
evidence of metastasis for varying periods. From this group of 
cases it appears that carcinoma of the cecum develops in males 
at an earlier age than in females. The large number of patients 
reporting for examination with a long history of abdominal 
pain and secondary evidence of loss of weight and anemia 
underscores the necessity of complete examination, repeated, if 
need be, in individuals that are apt to be considered as psy- 
choneurotic. Once again, the great difference in prognosis fol- 
lowing operation for early or fully resectable carcinoma and 
for advanced lesions is apparent. This recurrent plea for early 
diagnosis should include advocation of abdominal exploration 
if there are definite indications of carcinoma without demon- 
strable roentgenographic evidence. 


Experiences with Cortisone Therapy in Virus Hepatitis. L. Heil- 
meyer, F. Schmid and H. A. Kuhn. Deutsche med. Wchnschr. 
$0:992-999 (July 1) 1955 (In German) [Stuttgart, Germany]. 


Heilmeyer and associates report on their experience with 
cortisone and corticotropin therapy in 50 patients (24 men and 
26 women) with acute virus hepatitis. The ages ranged between 
19 and 68 years. Only relatively serious cases were treated with 
cortisone, that is, those patients whose serum bilirubin content 
was above 10% at the time of their admittance to the clinic. 
In the majority of patients it was much higher, ranging up to 
45%, the average being 17.2%. Treatment was usually begun 
about eight days after the onset of jaundice. The 50 patients 
of the control group were of about the same age range, and 
their average bilirubin values were 18.4%. All patients were 
kept in bed and received a diet of high carbohydrate and low 
fat content. Heat was applied locally and vitamin B complex 
and vitamin C, glucose, and levulose were given. In addition 
to these measures, the group treated with cortisone was given 
cortisone by mouth, beginning with 150 to 250 mg. per day, 
then 100 mg. daily for 8 or 10 days, until the patient received 
a total dose of 1,500 mg. On the last two days of cortisone 
therapy, corticotropin was given in addition, at first 20, then 30, 
then 50 units, and after that 30 or 20 units daily, for six days. 
Some of the patients in coma were given in addition continuous 
drip infusion containing levulose, total adrenal cortical extract, 
methionine, and choline. Liver function tests were made at 
regular (usually eight day) intervals. A surprising improvement 
in the general condition was the first noticeable effect of the 
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cortisone treatment. Nausea and vomiting usually disappeared 
on the first or second day, also the asthenia. The appetite and 
food intake improved. Rapid decrease in serum bilirubin level 
was the most neteworthy sign of objective improvement. A 
return to values of 1.5 or | mg. of bilirubin in 100 cc. of serum 
was accomplished in about 56 days in the patients treated with 
cortisone and in 69 days in the control cases. This difference 
of 13 days is statistically significant. The other functional tests 
of the liver, particularly those that are specific for the liver 
cell, responded much less rapidly, such as the serum iron con- 
tent and the prothrombin concentration. Death resulted in four 
patients who were comatose at the time of hospitalization and 
in four others in whom coma developed during cortisone 
therapy. One comatose patient responded to the combination 
of cortisone and the intravenous drip infusion with levulose, 
total adrenal cortical extract, choline, and methionine. 


Laboratory Findings in Epidemic Hemorrhagic Fever. R. W. 
Speers, S. Katz, T. V. Parran and A, Steer. J. Lab. & Clin. Med. 
46:28-40 (July) 1955 |St. Louis}. 


In 1951, physicians in Korea encountered a disease previously 
unknown to them, epidemic hemorrhagic fever. The authors 
report hematological, urinary, and blood chemistry findings in 
a group of 76 patients. In order to study the prognostic value 
of this laboratory information, a comparison is made between 
data from the group of 76, all but 6 of whom survived, and 
data from a group of 22 patients who died (6 fatalities of the 
original 76 plus 16 others). The 92 patients had epidemic hemor- 
rhagic fever during an outbreak of the disease between April 
and July, 1952. Leukocytosis and a leukemoid response occurred 
in the peripheral blood during the acute febrile phase, and, 
soon thereafter, a lymphocytic response with the appearance 
of many atypical lymphoid cells was noted. A decreased num- 
ber of peripheral blood platelets was observed during the hemor- 
rhagic phase. Proteinuria, microscopic hematuria, granular 
celluria, oliguria, and azotemia appeared during the first week 
of illness, and renal concentrating function decreased. During 
the hypotensive or shock phase hemoconcentration was evi- 
denced by abnormally increased blood hemoglobin and hemato- 
crit values. The onset of diuresis during the second week of 
illness was usually associated with the onset of convalescence, 
during which abnormal findings returned to normal. In general, 
the white blood cell count, erythrocyte sedimentation rate, and 
renal concentrating function were last to return to normal. Ab- 
normal laboratory findings in patients who subsequently died 
were of the same type as findings in patients who survived. 
Abnormalities of greater severity and more prolonged duration, 
however, occurred more commonly in fatal cases. 


Serologic Investigations of Herpes Simplex Virus Infections. 
H. E. Dascomb, C. V. Adair and N. Rogers. J. Lab. & Clin. 
Med. 46:1-11 (July) 1955 |St. Louis}. 


The virus of herpes simplex has been related etiologically to 
such clinical syndromes as Kaposi's vericelliform eruption, ful- 
minating visceral disease with hepatitis, stomatitis, and fatal or 
near-fatal encephalitis. Recent investigations have shown that 
herpes simplex virus may be implicated etiologically in aseptic 
meningitis about as frequently as mumps or lymphocytic chorio- 
meningitis virus Or the leptospiras. This report is concerned with 
an evaluation of the complement fixation test, which is a simple 
and rapid procedure for serologic investigations and which may 
supplement or be a substitute for the more laborious neutrali- 
zation test. A complement-fixing antigen was employed in which 
the infectivity was destroyed by exposure to ultraviolet light. 
The patients selected for study were United States military per- 
sonnel or their dependents who were treated at a dispensary 
or hospital for herpetic or nonherpetic disease. Specimens for 
isolation of virus consisted of fragments of tissue, or body fluids, 
or swabs of exudate collected frem patients during the course 
of their disease or at autopsy of fatal cases. Attempts to recover 
the virus in animals or embryonated eggs were performed using 
specimens freshly collected or stored frozen at -70 C (-94 F) 
for a few days prior to inoculation. Blood samples were ob- 
tained from the patients during the acute phase of their illness 
and again at variable periods during convalescence. A ¢om- 
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plement fixation test for herpes simplex employing irradiated 
noninfectious antigen of chick embryo origin provides a simple, 
rapid procedure for the specific assay of antibody against herpes 
simplex virus. The results of the complement fixation test cor- 
relate well in the majority of instances with those of the in ovo 
neutralization test. However, the two procedures presumably 
measure different antibodies. In certain patients, namely, those 
with primary superficial mild herpes simplex, neutralizing anti- 
bodies appear without associated complement fixation anti- 
bodies. Both types of antibodies develop in patients with severe 
primary herpes. In the recurrent type of disease both types are 
usually present in the earliest available sample of serum, but 
in a fair proportion of patients one or the other antibody may 
increase in titer during convalescence. The complement fixa- 
tion technique is a valuable diagnostic tool in many types of 
herpetic infection, especially those involving the central nervous 
system, but it does not replace the neutralization test or the 
viral isolation and identification procedure. Studies on the dis- 
tribution of complement fixation antibodies against herpes in 
normal population groups of different ages provided data in 
general accord with the older observations of distribution of 
neutralizing antibodies. In general, the occurrence of comple- 
ment fixation antibodies is infrequent in children and young 
adults, but the majority of persons over 30 have these immune 
substances. The complement fixation method is useful in sero- 
logic surveys designed to detect past infection with herpes 
simplex. 


Aspirin and Ulcer, A. Muir and |. A. Cossar. Brit. M. J. 
2:7-12 (July 2) 1955 |London, England]. 


In 1947 Muir and Cossar started experimental and clinical in- 
vestigations on the possible harmful effects of aspirin on the 
stomach, particularly in patients with peptic ulcer. In 20 patients 
with radiologically confirmed peptic ulceration, three standard 
caffeine-citrate fractional test meal examinations were performed 
at intervals of a few days. The first test served as a control. 
After the removal of the fasting juice during the second and’ 
third meals, two bland calcium lactate tablets and two 5 grain 
(0.32 gm.) aspirin tablets were given, respectively, uncrushed, 
with a little water. In five patients blood-staining of the speci- 
mens was observed during the aspirin test meal alone. In one 
case it was much greater than had been observed during the 
calcium lactate test meal; in two it was similar; and in one it 
was less. The conversion by aspirin of a previously consistently 
negative test for fecal occult blood to a strongly positive one 
in three patients also seemed significant. In order to obtain patho- 
logical proof of the effect of aspirin on the stomach, two un- 
crushed 5 grain (0.32 gm.) aspirin tablets were given with a 
little water to patients two hours prior to gas‘rectomy for peptic 
ulceration. Of 20 patients who received ordinary commercial 
brand aspirin, 12 had macroscopic evidence of mucosal irritation 
in the form of an acute gastritis. The lesion was always most 
marked in the pyloric antrum and on the lesser curvature. The 
picture was typical of an acute erosive gastritis. Of the 20 
patients who received specially hard aspirin tablets, only 8 
showed acute erosive gastritis, and no severe lesions were seen 
in this series. These findings were unexpected in view of the 
frequency with which large portions of residual aspirin were 
found in the stomach. It was anticipated, as a result of the find- 
ings in the first series, that this would increase the more severe 
type of lesion. However, in almost all cases the residual aspirin 
was coated in a thick capsule of dense mucus. Of the 20 patients 
who received soluble aspirin, 18 showed no mucosal reaction. 
As a preliminary investigation to clinical studies, 300 persons 
were questioned about aspirin intolerance. About | in 20 ad- 
mitted that aspirin gave them dyspepsia—heariburn, sometimes 
nausea, and occasionally epigastric discomfort. Then 318 pa- 
tients with peptic ulcer were questioned, and approximately one- 
third (110) knew that aspirin could be taken only at the risk 
of dyspepsia. Some felt that ulcer pain could be aggravated or 
restaried by taking aspirin. A group of 83 peptic ulcer patients, 
who had periodic bouts of ulcer pain with long remissions, were 
questioned to ascertain the factors causing their latest recur- 
rence. Fourteen of 34 gastric ulcer patients and 19 of 49 duo- 
denal ulcer patients admitted to taking aspirin less than 24 hours 
before the recurrence of their symptoms. The fact that 15 pa- 
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tients with severe dyspepsia who were habitual aspirin takers 
were cured of their dyspepsia by its withdrawal proves that 
dyspepsia may be caused by aspirin. Questioning of patients 
with hematemesis revealed a large number who had taken aspirin 
within a few hours of their hematemesis. Even if the 11 patients 
of this series who took aspirin regularly are eliminated, there 
still remain 43 patients among 166 in whom aspirin seemed 
at least a precipitating factor of hematemesis. However, only 
| of 31 patients admitted taking aspirin within six hours of acute 
duodenal perforation. Aspirin should never be given to patients 
with peptic ulceration or to those who have any gastric intoler- 
ance for it. This instruction should be given a prominent place 
in peptic ulcer advice charts. 


So-Called Late Chlorosis with Dysphagia. R. J. H. Kruisinga. 
Nederl. tijdschr. geneesk. 99:1907-1911 (June 25) 1955 (In 
Dutch) |Haarlem, Netherlands|. 


The author believes that the clinical picture under considera- 
tion in this paper should not be designated as the Plummer- 
Vinson syndrome (dysphagia with glossitis, anemia, spleno- 
megaly, and atrophy in the mouth, pharynx, and esophagus), 
because the description given by these authors is not quite cor- 
rect, and they were not the first to describe it. The term late 
chlorosis with dysphagia likewise is not quite suitable, because 
the anemia does not have the importance attributed to it. Besides 
the disturbance in swallowing, which was the starting point of 
the investigation by the present author, the following symptoms 
may be present: atrophy of the mucosa of the tongue and of the 
pharyngeal wall, a small mouth, perléche (desquamation at the 
labial commissures), falling out of the hair, brittle nails, leukor- 
rhea, gastric achylia refractory to histamine, iron deficiency, 
and anemia. For a period of one year the author watched for 
the disorder in question among the new admissions to his out- 
patient department. All patients who showed signs of the syn- 
drome complained of difficulties in swallowing. After excluding 
all who did not have a minimum of seven positive signs, there 
remained nine patients, all women. A table shows the presence 
or absence of the various symptoms in these nine women. The 
average widih of the mouth in 94 normal women was 11 cm., 
and in the 9 women with the syndrome in question it ranged 
from 8 to 9.75 cm. Brittle nails and falling out of the hair were 
absent in only one patient each; and smooth tongue and per- 
leche were lacking in two patients each. Changes in the pharyn- 
geal mucosa were absent in three patients, roentgenologic 
changes in the pharynx in four patients, and esophagoscopic 
changes in five patients. Anemia and iron deficiency were each 
found in only two of the nine patients. Studies failed to reveal 
any endocrinologic disturbances. 


Hyperchlorhydria—Can It Be Controlled Medically? E. Boros. 
Am. J. Gastroenterol. 24:61-68 (July) 1955 |New York]. 


Hyperacidity frequently resists medical control. The studies 
described were pursued for the purpose of ascertaining the de- 
gree of neutralization possible by the administration of food 
and alkali. In patients with digestive complaints accompanied 
by hyperchlorhydria, the fasting gastric contents are obtained 
on the morning of examination. Immediately thereafter, four 
ounces of milk is drunk. The patient is intubated in one half 
hour and one teaspoonful of calcium carbonate is given with 
a small amount of water. One half hour later, the contents are 
again withdrawn. This routine is carried out over a three hour 
period, making a total of seven gastric specimens. A day or so 
later, the same patients were again intubated. After the with- 
drawal of the fasting secretion, a meat sandwich with some 
water was consumed. Thereafter, at one half hour intervals, 
calcium carbonate in one teaspoonful doses was administered 
as previously, and prior to each of these doses the gastric con- 
tents were withdrawn. A feature of these tests was the use of 
the Levin tube, which was introduced through the nostril. Tests 
were made on 20 patients with duodenal ulcer and on 21 with 
evidence of gastritis or functional disorders, but without a his- 
tory or signs of peptic ulcer. The fasting contents in most of 
the ulcer patients were elevated above normal standards. In only 
3 of this group of 20 was there a total and complete neutraliza- 
tion of free acid in all of the specimens extracted. The remainder 
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showed varying degrees of hydrochloric acid in one or all of 
the specimens. Hyperacidity in the nonulcer cases appeared to 
yield more rapidly to antacids. As an informative test of gastric 
secretory response, the routine use of alternating milk and cal- 
cium carbonate as described offers better prospects of a diag- 
nostic aid and possible therapeutic guide than the solitary Ewald 
meal extraction or the Rehfuss method of gastric study. The 
role that hydrochloric acid has assumed in gastric disease re- 
quires further clarification. 


Cortisone Test in Hyperfunction of Adrenal Cortex. V. Gilsanz, 
J. M. Segovia and J. Linazasoro. Rev. clin. espan. 58:17-20 
(April 15) 1955 (In Spanish) |Madrid, Spain}. 


The cortisone test is useful in differentiating adrenal hyper- 
plasia from adrenal neoplasm as cause of the syndrome of 
adrenal hyperfunction. Evaluation of the results is made from 
the concentration of urinary 17-ketosteroids before and after 
the test. A dose of 100 mg. of cortisone is given intramuscularly 
at intervals of 12 hours for five days. According to reports in 
the literature, a significant fall in urinary 17-ketosteroids during 
the test indicates adrenal hyperplasia, whereas the lack of dim- 
inution of urinary 17-ketosteroids indicates adrenal neoplasm 
as cause of the syndrome of adrenal hyperfunction. The authors 
performed the test in three patients. One patient was a boy 9 
years old with macrogenitosomia praecox caused by a large 
adrenal carcinoma. Two patients were adults with adrenal 
cortical hyperfunction due to adrenal hyperplasia. The adrenal 
carcinoma and hyperplasic adrenal glands, one in each patient, 
were surgically removed and examined. The urinary 17-keto- 
steroids greatly diminished in the course of the test in the pa- 
tient with adrenal carcinoma, whereas they did not diminish 
or diminished but very little in the patients with adrenal hyper- 
plasia. The results diminish the value of the cortisone test for 
the differential diagnosis between neoplasm or hyperplasia as 
cause of the syndrome of adrenal hyperfunction. 


SURGERY 


The Selection of Patients with Mitral Stenosis for Valvular 
Surgery. L. B. Ellis. Am. Pract. & Digest Treat. 6:1149-1155 
(Aug.) 1955 [Philadelphia]. 


The classification of patients with mitral stenosis in four 
groups as developed by Ellis follows as far as possible the clas- 
sification of the New York Heart Association, except that the 
author’s classification, instead of describing the momentary con- 
dition of the patient at the time of observation, takes into ac- 
count the course and progression of the disease. Group | 
includes patients without significant symptoms who may go 
many years without any disability and, therefore, should not be 
operated on. Patients in group 2 have some symptoms that are 
not progressive and do not interfere seriously with their pro- 
ductive activities; although operation can be postponed in these 
patients, those who will not accept the handicap of their dis- 
ability may be subjected to mitral valvuloplasty with insignificant 
operative risk. Patients in group 3 are those in whom operation 
is urgently indicated. These are patients with progressive dis- 
ability, chiefly pulmonary, consisting of increasing chronic 
dyspnea or attacks of acute dyspnea or other pulmonary symp- 
toms. Gross hemoptysis may occur and is of serious import. 
Chronic congestive symptoms of any magnitude have not de- 
veloped in these patients, most of whom still do light housework 
or carry on a sedentary occupation, but only with difficulty. Re- 
sults of valvulotomy are most gratifying in this group and the 
operative risk is low. Group 4 consists of the patients with a 
more advanced cardiac breakdown, mostly chronic or recurrent 
congestive failure. Although many workers felt that such pa- 
tients are inoperable, the author has always accepted them for 
operation and the results have ofien been surprisingly good, but 
not so striking as in group 3. The operative risk remains high 
(about 20%). Special features that affect the operative risk, 
such as mitral insufficiency, auricular fibrillation, calcification of 
the mitral valve, associated disease of the aortic valve, tricuspid 
stenosis, active rheumatic fever, associated disease of any type, 
and peripheral embolization, are discussed. There is no absolute 
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age limit for the operation. Mitral valvulotomy confers a 
genuine and usually lasting benefit on properly selected patients 
with mitral stenosis. Proper selection is primarily the responsi- 
bility of the attending physician. The patient should be suffering 
from symptoms truly caused by the altered hemodynamics sec- 
ondary to the mitral stenosis. It is important to exclude symp- 
toms of functional nature, anxiety neurosis, or neurocirculatory 
asthenia. Cardiac catheterization may be helpful in evaluating 
patients of this type if a decision cannot be reached on clinical 
grounds. Mitral valvuloplasty is not a proper treatment. for pa- 
tients with predominantly functional symptoms and rarely con- 
fers any lasting benefit on them. In patients with mitral stenosis, 
mitral valvuloplasty has a useful place in their treatment, but is 
a palliative procedure, frequently a lifesaving palliation, not a 
cure. The valve tunction may be considerably improved, but 
the valves are not returned to normal. Patients who have had 
mitral valvuloplasty, even if they are rendered symptom-free, 
are still cardiac patients and should be under medical super- 
vision the rest of their lives. 


Surgical Management of Lesions of the Thoracic Duct: The 
Technic and Indications for Retrcperitoneal Anastomosis of the 
Thoracic Duct to the Hemiazygos Vein. L. A. Brewer IL 
Am. J. Surg. 90:210-227 (Aug.) 1955 [New York]. 


Brewer's studies revealed that subdiaphragmatic thoracic duct 
fistulas are not uncommon and may be responsible for leakage 
of chyle up into the chest or down into the femoral region of 
the thigh. On the basis of study of 8 personal cases and a review 
of hospital records on 16 others, a definite plan of treatment for 
each region has been made. In this series chyle most often 
formed in the abdominal and combined abdominothoracic re- 
gions; next often in the thoracic region alone, and rarely in the 
neck and femoral region of the «high. Trauma and malignant 
tumor proved to be the most common causes of chylous extra- 
vasation, although the number of undiagnosed conditions was 
large. The location of the fistula of the thoracic duct is as im- 
portant as the cause in determining the treatment. In the cervical 
and thoracic regions, simple ligation of the duct is generally 
successful. Below the diaphragm the treatment of chylous 
fistulas has been generally neglected. The author gives particular 
attention to the management of abdominal accumulations of 
chyle. He discusses the indications for the anastomosis of the 
afferent thoracic duct (and efferent, at times) to the hemiazygos 
or azygos veins, and he describes his original technique of this 
retroperitoneal anastomosis of the thoracic duct to the hemi- 
azygos vein. Aspiration of chyle and/or deep x-ray therapy 
resulted in a high mortality, while ligation and anastomosis 
procedures have a low mortality (none in the author’s series) and 
a high rate of cure. The author feels that the extension of surgi- 
cal treatment to lesions below the diaphragm, as outlined by him, 
should reduce the mortality and improve the rate of permanent 
cure. 


The Significance of Axillary Node Levels in the Study of Breast 
Carcinoma. J. W. Berg. Cancer 8:776-778 (July-Aug.) 1955 
{Philadelphia}. 


Histological examination of the axillary lymph nodes removed 
from patients undergoing radical mastectomy shows that meta- 
stasis usually progresses by levels corresponding to the locations 
of the nodes along the theoretical path of axillary lymphatic 
drainage from the breast to the mediastinum. Level | includes 
nodes lateral and inferior to the pectoralis minor muscle; level 
2 includes those behind it; and level 3 includes the few that are 
medial and superior to it. The material studied was obtained 
from the records of operable breast carcinomas treated at Me- 
morial Center for Cancer and Allied Diseases, New York, in 
1950—the earliest year in which essentially complete histological 
studies of axillary nodes were made. The 324 cases finally 
selected all met the following criteria: (1) the primary cancer had 
been measured; (2) the axillary nodes had been separated into 
the three standard levels; (3) the described gross involvement ot 
any level was proved microscopically; (4) all nodes were em- 
bedded and examined microscopically at any and every level 
where gross metastases were not recognized; and (5) a three year 
follow-up was available and the patient was either living or dead 
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of disease. The material was then grouped by primary size and 
level of axillary involvement (verified in every case by reexami- 
nation of the microscopic sections), and the statistical signifi- 
cance of the resulting distributions was determined by the 
chi-square test. No statistically significant differences were 
found in the three year mortality rate between tumors of any 
given size with no positive nodes and those of the same size 
in which only the nodes in level 1 were positive. The presence 
of metastases at level 3, however, in carcinomas of equal size 
was accompanied by a three year mortality rate five times as 
high as when the axillary nodes were negative. Level 2, with a 
three year mortality rate twice that of level 1 and half that of 
level 3, was apparently a true intermediate. The level of axil- 
lary node involvement thus seems to be more closely related to 
the prognosis of a given case than the size of the primary lesion, 
but both factors must be considered if an accurate evaluation is 
to be obtained. Carcinomas with level 2 metastases, for instance, 
had an over-all three year mortality rate of 26%, but, when 
the primary cancer was less than 4 cm. in diameter, the mor- 
tality was only 17°, while for cancers 4 cm. and over in diam- 
eter the mortality rate rose to 47%. The comparable figures for 
primary cancers less than 3 cm. in diameter were 20% for the 
over-all three year mortality; 7°, if level 1 only was involved, 
or substantially the same as the 6% rate found when all nodes 
were clear; and 56% when the level 3 nodes showed metastases. 
The pattern of metastatic progression shown by these studies can 
be used in most cases as a guide in evaluating the possible ex- 
tension of cancer beyond the limits of the operative field. The 
fact that 11 patients without axillary node metastases had died 
of their disease within three years shows that there are other 
channels of extension for breast cancer besides the main axillary 
pathway. 


Clinical Evaluation of Bilateral Adrenalectomy and Oophorec- 
tomy for Advanced Mammary Carcinoma. M. Galante and 
H. J. McCorkle. Am. J. Surg. 90:180-188 (Aug.) 1955 [New 
York. 


Bilateral adrenalectomy and oophorectomy was performed in 
50 patients. Only patients with objectively demonstrated breast 
cancer that had advanced beyond the possibility of further 
surgical or radiation treatment were selected. Usually some 
form of hormone therapy had been tried. Most of these 
patients had widespread disease, usually in one or more of 
the following locations: bones; pulmonary, pleural, or abdom- 
inal viscera: lymphatics; and/or local recurrence in the chest 
wall. The operations frequently were performed on patients 
confined to bed with debility and pain. Two patients died post- 
operatively. One of these was jaundiced and had extensive liver 
metastases: the other was debilitated. With one exception pa- 
tients with jaundice or extensive liver metastases did poorly, 
and it is now apparent that the procedure is contraindicated in 
the presence of either. The follow-up period varied from 1 to 
34 months. Twenty-one patients died from | to 18 months after 
the operation. Eighteen patients showed objective improvement; 
28 improved subjectively; and 15 failed to show any favorable 
effect. The longest period of improvement was 28 months. 
The reduction in size of tumor mass, the healing of ulcerations, 
the roentgenologic evidence of recalcification of an osteolytic 
lesion, and the disappearance of pleural effusions and abdominal 
ascites were interpreted as evidence of improvement. Im- 
provement was most dramatic in bedridden patients with wide- 
spread osseous metastases. Cessation of pain usually occurred 
immediately following operation or within the first 24 hours. 
Paradoxically this also occurred in the presence of objective 
evidence of progression of the lesions. Substitution therapy is 
an important part in the management of adrenalectomized pa- 
tients. 


New Physiologic Concepts Related to the Surgical Treatment of 
Duodenal Ulcer by Vagotomy and Gastroenterostomy. H. A. 
Oberhelman Jr. and L. R. Dragstedt. Surg., Gynec. & Obst. 
101:194-200 (Aug.) 1955 [Chicago]. 


Oberhelman and Dragstedt found that failures in the treat- 
ment of duodenal ulcer by vagotomy and gastroenterostomy usu- 
ally occurred in patients with incomplete division of the vagus 
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nerves or in those in whom there was persistent stasis of food 
in the stomach. Attention was previously directly to the neces- 
sity of dividing all, or nearly all, of the vagus nerves to the 
stomach in order to abolish the nervous phase of gastric secre- 
tion. It is the purpose of the present communication to em- 
phasize the importance of an efficiently functioning drainage 
procedure whenever gastric vagotomy is performed. It has 
been demonstrated in animals that complete gastric vagotomy 
may produce a prolongation of the antrum or humoral phase of 
gastric secretion because of stasis of food in the stomach. A high- 
lying gastroenterostomy produces stimulation of gastric secre- 
tion in experimental animals, but this does not occur if the 
gastroenterostomy stoma is located in the antrum near the 
pylorus. Analysis of failures in the treatment of duodenal ulcer 
by vagotomy alone and by vagotomy combined with gastro- 
enterostomy disclosed that stasis of food in the stomach and a 
high-lying gastroenterostomy were important factors in many 
patients. Experimental and clinical evidence presented indi- 
cates that the stoma should be placed in the antrum within 4 or 
5 cm. of the pylorus whenever a gastroenterostomy is done 
along with vagotomy in the surgical treatment of duodenal ulcer. 


Cushing’s Disease: The Surgical Experience in the Care of 46 
Cases. O. Cope and J. W. Raker. New England J. Med. 253: 
119-127 (July 28) and 165-172 (Aug. 4) 1955 [Boston]. 


Since 1935, 46 patients with adrenal cortical hyperfunction 
(Cushing’s disease) have been cared for at the Massachusetts 
General Hospital. Suppression of the action of the anterior 
pituitary gland either by roentgen ray irradiation or by the 
administration of testosterone has proved successful in two pa- 
tients only. Surgical treatment has emerged as the consistently 
practical therapy. The disease is one of overactivity of the 
adrenal cortex, much as Grave's disease manifests itself by over- 
activity of the thyroid gland. The anterior pituitary gland ap- 
pears to bear much the same relation to both diseases. When 
adrenal cortical hyperfunction is caused by a tumor of the 
adrenal gland, the problem is one of complete removal of the 
tumor, leaving the contralateral uninvolved gland. A neoplasm 
was found in 17 of the other 44 patients. In five it was 
malignant and all of these died of metastatic disease. The 
other 12 had benign neoplasms. One died before surgical treat- 
ment was carried out; 11 survived the operation and were cured 
by resection. Twenty-seven patients with bilateral adrenal hy- 
perplasia were treated by subtotal resection. To achieve a con- 
sistent therapeutic result in patients with adrenal hyperplasia, it 
has been found necessary to remove at least 90% of the adreno- 
cortical tissue. In two patients the hyperplasia was associated 
with multiple nodules, a phase of the adrenal change believed 
comparable to nodular goiter with hyperthyroidism. Of the 27 
patients, 2 died before the surgical intervention; of the 4 patients 
who underwent limited resection, 2 died of active disease and 2 
are living with residual disease; 2 others died after surgical 
relief of the disease; 19 are living and cured. Cortisone adminis- 
tration facilitated an adequate surgical attack, particularly in 
patients with hyperplasia of the adrenal cortices. In addition 
to the use of cortisone to offset acute cortical insufficiency, 
management of the postoperative phase requires an understand- 
ing of an acid nutritional need as healing occurs. There is as 
yet no medical treatment of adrenal cortical hyperfunction com- 
parable to that of hyperthyroidism with antithyroid drugs or 
radioactive iodine. 


Conversion of Billroth II to Billroth I for the Relief of Post- 
gastrectomy Symptoms. C. Mathewson Jr. Am. J. Surg. 90: 
317-324 (Aug.) 1955 [New York]. 


Most surgeons agree that postgastrectomy symptoms are less 
severe and of shorter duration after a gastroduodenal an- 
astomosis of the Billroth | type than after a gastrojejunal 
anastomosis of Billroth II type, but the Billroth I type of 
gastroduodenostomy has been limited mostly to patients with 
gastric ulcer and to those with proximal duodenal ulcer without 
fixation and with a mobile duodenum. Gastrojejunostomy has 
become the procedure of choice with many surgeons, because it 
does not limit the amount of stomach that can be resected and 
continuity can always be established safely. A number of mod- 
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ifications of the original Billroth I type of gastroduodenal an- 
astomosis have been advocated mainly to accomplish gastro- 
duodenal anastomosis at the time of the original gastric resec- 
tion, but in recent years it has been advocated as a conversion 
procedure after gastrojejunal anastomosis has been accomplished 
and has failed. The author presents the histories of two patients 
in whom he resorted to this conversion of a Billroth II to a 
Billroth I procedure. The first patient had a bleeding duodenal 
ulcer, not relieved by two years of medical treatment, that was 
subjected to an inadequate gastric resection of the Billroth Il 
type. Soon after operation symptoms of recurrent ulcer de- 
veloped that later caused severe gastrointestinal hemorrhage. 
Following resection of the marginal ulcer and an adequate gastric 
resection, gastrointestinal continuity was reestablished by gas- 
troduodenal anastomosis. Postprandial epigastric distress oc- 
curred in the immediate postoperative period, requiring frequent 
small feedings, but the patient gained weight and strength, was 
relieved of pain, and, after six months, became asymptomatic. 
When last seen 22 months after the last operation he was well. 
In the second patient epigastric pain, vomiting, and severe loss 
of weight developed shortly after gastrectomy of the Billroth II 
type and were not relieved by medical treatment, cholecystec- 
tomy, revision of the Billroth II type of gastric resection with 
shortening of the afferent jejunal loop, or vagotomy. Conversion 
of the gastrojejunostomy to a gastroduodenostomy with inter- 
position of a segment of jejunum resulted in immediate relief 
of pain and vomiting and initiated a prompt and pronounced 
gain in weight. Neither of these two patients has been watched 
long enough to eliminate the possibility of recurrent duodenal 
or jejunal ulcer. Nevertheless, the dramatic relief of symptoms 
together with the rapid gain in weight and strength, particularly 
in the second patient, makes this procedure one well worth 
consideration for the relief of serious postgastrectomy symptoms. 


Experiences with 1,356 Cases of Cholecystitis and Cholelithiasis. 
B. P. Colcock and J. E. McManus. Surg., Gynec. & Obst. 101: 
161-172 (Aug.) 1955 [Chicago]. 


Colcock and McManus review the clinical records of 1,356 
patients operated on at the Lahey Clinic in Boston for disease 
of the biliary tract over the four years from 1950 to 1953 in- 
clusive. These may be compared in many details with an earlier 
group of 1,104 patients reported from this clinic in 1947, The 
authors feel that all but a few patients with biliary calculi will 
have some symptoms of their disease. A careful history and 
the use of the cholecystogram provide accurate means of making 
the diagnosis in these patients. An increasing number of patients 
over 60 years of age are being operated on for cholelithiasis. 
Acute cholecystitis and common duct stones, the major compli- 
cations of cholelithiasis, occur more frequently in patients over 
60, and they frequently coexist. A definitive operation for pa- 
tients with cholelithiasis can be done only by an accurate demon- 
stration of the cystic duct and its junction with the common 
duct. Careful exposure of the common duct is necessary to 
evaluate the need for choledochostomy and should result in 
fewer rather than more common duct injuries. The authors feel 
that the number of patients who have had an injury to the 
common bile duct during the course of a cholecystectomy forms 
an unsightly blot on the record of modern surgery. Over 500 
of these unfortunate individuals have been sent to their clinic 
because of this complication, and many of these patients ulti- 
mately will die as a result of cholcystectomy. The mortality in 
the authors’ group of patients was 1.1%. The principal factors 
responsible for the deaths were the relatively large number of 
patients over 60 years of age, extensive disease of the biliary tract 
as indicated by the presence of jaundice, and the number of pa- 
tients requiring secondary operations upon the biliary tract. If, 
in most instances, patients with cholelithiasis were advised to 
have a cholecystectomy (with choledochostomy when indicated) 
when their stones are discovered, before complications have de- 
veloped and before they enter the older age groups, the mor- 
tality and the morbidity of biliary tract disease would be im- 
proved. The authors feel that surgeons should periodically re- 
view their experiences with surgery of the biliary tract, to know 
the operative mortality, the incidence of complications, and the 
number of, and reasons for, unsatisfactory results following 
cholecystectomy. 
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Feasibility of Partial Hepatic Resection Under Hypothermia. 
W. F. Bernhard, J. D. McMurrey and G. W. Curtis. New Eng- 
land J. Med. 253:159-164 (Aug. 4) 1955 [Boston]. 


The effect of cooling on the liver parenchyma alone, and the 
effect of one hour of ischemia on that organ resulting from 
afferent hepatic vascular occlusion were studied in dogs in 
which hypothermia was induced by means of an ice-water bath. 
Normothermic dogs in which temporary hepatic ischemia was 
produced by afferent hepatic vascular occlusion and dogs in 
which hypothermia but no afferent hepatic vascular occlusion 
was produced, served as controls. Microscopic study of the liver 
of hypothermic animals with and without afferent hepatic vascu- 
lar occlusion did not reveal marked alteration in liver architec- 
ture except congestion and no residual damage as determined by 
routine techniques. Dogs subjected to hypothermia had nega- 
tive results from liver function tests. All normothermic dogs 
with afferent hepatic vascular occlusion for one hour died, a 
mortality rate of 100°. Preoperative administration of anti- 
biotics did not alter this result. With the aid of hypothermia, 
vascular occlusion of the hepatic afferent artery for one hour 
was carried out successfully, with only two deaths in 27 dogs. 
There were no deaths in the last 20 consecutive dogs experi- 
mented on. No antibiotics were administered. During the one 
hour period of hepatic ischemia in the dogs subjected to 
hypothermia, it was possible to perform extensive liver resec- 
tions in a dry field. Individual suture ligations of empty ves- 
sels in portal triads were easily accomplished during the resec- 
tion, and thus massive compression ligatures were largely 
unnecessary for hemostasis. It is suggested that the surgical 
indications for the use of hypothermia be extended to include 
patients with hepatocellular disease requiring anesthesia and 
surgical treatment, patients with primary or secondary tumors 
of the liver who might be successfully treated by resection of 
the liver, and patients with tumors invading the portal vein 
who might not otherwise be considered capable of surviving 
operation. 


Isolated Lipodystrophy, a Form of Mesenteric Tumor. J. T. 
Crane, M. J. Aguilar and O. F. Grimes. Am. J. Surg. 90:169- 
179 (Aug.) 1955 [New York]. 


Proper management of mesenteric lesions depends on recog- 
nition of the differences between true neoplasms and certain 
nonneoplastic tumorous processes of the mesentery. These 
latter conditions include Whipple’s disease (intestinal lipodys- 
trophy), the systemic variant of Weber-Christian disease (sys- 
temic nodular panniculitis), sclerosing lipogranuloma, tuber- 
culous mesenteric lymphadenitis, and traumatic and pancreatic 
fat necrosis. The authors observed five cases of mesenteric tumor 
that differed sufficiently from the foregoing to suggest a unique 
entity. The lesion was found in five adults, all of whom had 
either no or only slight symptoms relating to the lesion. In 
four an abdominal mass was palpable. Diagnosis was estab- 
lished at exploratory laparotomy in three patients, and at post- 
mortem in the remaining two. Grossly, the entire small bowel 
mesentery was thickened and nodular, rubbery firm, opaque, and 
mottled grey to yellowish orange. Microscopically, there was 
diffuse involvement of fat cells, most prominent about the 
periphery of the fat lobules. In the early stages individual fat 
cells appeared smaller than normal; their cytoplasm was opaque, 
granular, and faintly basophilic, and the nucleus was centrally 
situated. Later, a mild focal lymphocytic infiltration and perilo- 
bular condensation of fibrous tissue were apparent. Lipogran- 
ulomas developed rarely. It is suggested that initial prolifera- 
tion of mesenteric fat induces a permanent alteration in fat cell 
metabolism through either vascular or mechanical embarrass- 
ment. The fat cells, particularly those of the relatively more 
ischemic peripheral portions of the lobules, lose their ability to 
absorb fat and their lipolytic activity is compromised. These 
cells undergo the aforementioned structural changes; and, as 
the process progresses, they may break down, liberating fatty 
acids and exciting focal inflammation and fibrosis. These 
mesenteric masses bear certain resemblances to Whipple’s dis- 
ease, Weber-Christian disease with systemic involvement, scle- 
rosing lipogranuloma, or traumatic or pancreatic fat necrosis. 
They must also be differentiated from true fat tumors, lympho- 
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sarcoma, tuberculosis, and other less common conditions. In 
the living patient diagnosis can be made only at operation. 
Biopsies should be taken not only of the mesentery but also of 
the bowel and mesenteric lymph nodes. Surgical resection usu- 
ally is not feasible, as the process tends to surround the major 
mesenteric vessels. The prognosis apparently is favorable. for 
the lesion is slowly progressive and probably self-limited. 


The Use of Streptococcal Enzymes in the Immediate Closure of 
Contaminated Incisions. S. W. Smith. Surg., Gynec. & Obst. 
101:173-184 (Aug.) 1955 [Chicago]. 


This study was undertaken to determine whether instillation 
of streptokinase and streptodornase into infected, grossly or 
potentially contaminated incisions would permit immediate clos- 
ure of these wounds. The method was used in 73 patients 
divided among the following categories: ruptured appendixes, 
colon operations, draining sinuses, posterior wounds of ab- 
dominoperineal resections, infected amputation stumps, cho- 
lecystectomy incisions, secondary closure of infected incisions, 
and deep abscesses. Closure of an appendectomy incision was 
performed in the following manner: the peritoneum, muscle 
layers, and fascia were closed in the usual manner with running 
or interrupted chromic catgut. A polyethylene tube and small 
Penrose drain were laid in the subcutaneous fat overlying the 
fascia, and the subcutaneous tissue was approximated with fine 
chromic sutures. Skin closure was then done with silk sutures 
or clips, leaving a short aperture at the dependent or lateral end 
for drainage. In the earlier cases, a second polyethylene tube 
was introduced through the fascia layer down to the trans- 
versus fascia. Later it was found that the introduction of one 
tube into the fat was adequate to prevent infection. Contact 
for four to six hours between enzyme solution and the inter- 
stices of the closed incisions is of great importance, as is com- 
plete drainage of the solution and its lysed products after the 
contact. Instillation in concentrations of 10,000 units of strep- 
tokinase and 2,500 units of streptodornase per cubic milli- 
liter was used once daily for periods of four to six hours. This 
treatment was continued for from 3 to 12 days, but an average 
of from 5 to 7 days was usually adequate. For the purpose of 
standardization of technique and reduction of variables, no 
antibiotic drugs were used with the enzymes in this study. It is 
likely that addition of the proper antibiotic agent would be of 
definite topical value and augment the parenteral effects. The 
use of streptokinase and streptodornase after closure of con- 
taminated incisions favorably influenced the uncomplicated heal- 
ing in most of the patients. Results have been uniformly fa- 
vorable, and it is believed that the method constitutes a useful 
adjunct to careful operative technique and antibiotic therapy 
in achieving immediate closure of wounds that would usually 
be left open or secondarily closed. Since the liquefying and irri- 
tating properties of streptokinase and streptodornase aid in pro- 
moting drainage from closed wounds, improved drainage is pos- 
sibly an important factor in achieving the results obtained in 
this study. 


Arteriovenous Pulmonary Aneurysm in Os!er’s Disease (Heredi- 
tary Hemorrhagic Telangiectasia). G. Dienemann. Munchen. 
med. Wehnschr. 97:818-820 (June 24) 1955 (In German) 
{Munich, Germany}. 


A man, aged 52, was hospitalized in 1954 because of pulmo- 
nary symptoms. Frequent attacks of epistaxis (nosebleed) and 
bluish-red spots in the face had first been noted in 1942. When 
in March, 1954, he was subjected to roentgen examinations, he 
complained of cough, headaches, dyspnea, and frequent attacks 
of epistaxis. Examination showed cyanosis of skin and mucous 
membranes, numerous reddish-blue areas of telangiectasia and 
small varicoid nodules on face, lips, ears, scalp, conjunctiva, 
palate, malar mucosa, tongue, uvula, and particularly on the 
nasal mucosa. Percussion revealed no differences in resonance, 
but vesicular breathing could be heard over both lungs; there 
were no adventitious sounds, not even after coughing. The pa- 
tient had clubbed fingers and toes, and small areas of telangi- 
ectasia could be seen on the fingertips and under the nails. A 
survey roentgenogram of the thorax revealed streaks of increased 
density and some veiled opacity in the left lower lobe. The hilus 
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appeared somewhat wider, and, at the edge of the heart near 
the anterior ends of the fourth to sixth ribs, there was a deep, 
sharply defined shadow, which seemed connected with the hilus 
by a streak. Tomography revealed a wide vascular band lead- 
ing to the tumor; bronchography, however, revealed no signs 
of a tumor, and so there arose suspicion of an arteriovenous 
aneurysm. The kymographic examination revealed pulsation of 
the tumor. After angiography of the pulmonary artery, the 
existence of an arteriovenous aneurysm was no longer doubted 
Operation revealed, however, that the aneurysm was not in the 
lower lobe but rather in the retrocardial lingula pulmonis, which 
is a projection of the upper lobe. Ligation of the dilated vessels 
and ectomy of the lingular segments was accomplished. Roent- 
genoscopy of the surgical specimen, which still contained con- 
trast medium, disclosed a second aneurysm at the lowest point 
of the lingula. This one had never been seen during roentgen- 
escopy, because it was covered by the shadow of the diaphragm. 
The patient died seven days after operation from cerebral 
embolism. The author feels that arteriovenous pulmonary aneu- 
rysms should be resected. Regarding the concurrence of arterio- 
venous pulmonary aneurysm with the relatively rare hereditary 
hemorrhagic telangiectasia (Rendu-Osler-Weber disease), the 
author says that some or all of the symptoms of Osler’s heredi- 
tary hemorrhagic telangiectasia have been found in over half 
of the 165 patients with arteriovenous pulmonary aneurysm re- 
ported in the world literature. It is possible that the concurrence 
of these two diseases is even more frequent, in that in some 
cases the symptoms of hereditary hemorrhagic telangiectasia 
may have been too slight to be recognized. It has been suggested 
that arteriovenous aneurysm of the lung might be one form of 
hereditary hemorrhagic telangiectasia. The author feels that 
arteriovenous pulmonary aneurysms should be searched for in 
all patients with hereditary hemorrhagic telangiectasia. 


Hepatic Necrosis Following Celiac Artery Ligation During 
Gastric Resection in Man. J. S. Clarke. A. M. A. Arch. Surg. 
71:171-177 (Aug.) 1955 [Chicago]. 


Two innovations in surgical therapy, one for cancer of the 
stomach and the other for portal hypertension, involve ligation 
of the main arterial blood supply to the liver. Appleby excised 
the celiac artery during en bloc resection for gastric carcinoma, 
and others ligated the hepatic, splenic, and left gastric arteries 
for advanced cirrhosis of the liver with bleeding esophageal 
varices. The author performed celiac artery ligation in two pa- 
tients with noncirrhotic livers during gastrectomy for cancer of 
the stomach and gave penicillin afterward. Focal infarction was 
present in the livers at death, on the 8th and 24th postoperative 
days, respectively, but was not extensive enough to cause liver 
failure. The two cases are of special significance when consid- 
ered in the light of recent experimental and clinical findings con- 
cerning the effect on the liver of ligation of the hepatic artery. 
A clear distinction must be made between (a) ligation of the 
celiac artery or of the hepatic artery near its origin, (b) liga- 
tion of the distal hepatic artery or its branches near their en- 
trance into the liver, and (c) ligation of both the proximal 
hepatic artery and its branches or excision of the entire hepatic 
artery and its branches to the liver. The consensus of experi- 
mental and clinical evidence is that ligation of the proximal 
hepatic artery is innocuous and that ligation of the distal hepatic 
artery may, but does not always, cause liver necrosis in man. 
The two patients reported on had histological evidence of 
severe and rather extensive damage to a previously normal liver 
following celiac artery ligation with division of the common 
hepatic artery proximal to its gastroduodenal branch; this method 
preserved the superior mesenteric-inferior pancreaticoduodenal- 
superior pancreaticoduodenal-gastroduodenal-hepatic artery col- 
lateral route to the liver. The location of the infarcts far from 
the dome of the liver and the collateral inflow from the phrenic 
artery branches may thus indicate the pattern of arterial col- 
laterals available to the liver after the celiac artery is ligated. 
Although the liver may survive hepatic artery excision alone, 
superadded portal-vein occlusion causes necrosis. Celiac artery 
ligation may well have merit in extending surgical therapy for 
gastric cancer, but this should be done with recognition that 
circulatory alterations may be produced. 


V 


Vol. 159, No, 7 


Pyloric Stenosis and Gastric Ulcer. S. P. Rigler, H. A. Ober- 
helman Jr., P. H. Brasher and others. A. M. A. Arch. Surg. 
71:191-195 (Aug.) 1955 [Chicago]. 


Dragstedt developed the concept that gastric ulcers are usually 
due to a hypersecretion of gastric juice of humoral or hormonal 
origin dependent upon hyperfunction or dysfunction of the 
gastric antrum, whereas duodenal ulcers are usually due to a 
hypersecretion of gastric juice of nervous origin. Several attempts 
have been made to study the interrelation of pyloric obstruc- 
tion, hypersecretion, and gastric ulcer in experimental animals. 
In the present study, quantitative collections of gastric secretion 
from Heidenhain pouches in dogs were secured for long periods 
of time before and after the production of stenosis at the pylorus. 
Pyloric stenosis was produced by one of two methods. The first 
method consisted of wrapping narrow bands of cellophane 
around the duodenum just distal to the pylorus and securing 
these just tight enough to hold them in place without actually 
eccluding the lumen of the intestine. The second method in- 
volved excision of a diamond-shaped portion of the pyloric 
musculature comprising most of the anterior wall of the pylorus. 
The defect thus produced was repaired by approximating the 
muscularis with several interrupted chromic absorbable (gut) 
sutures. This operation produced marked stenosis at the pylorus. 
Postoperatively, collections of gastric juice were again resumed 
after the animals had demonstrated ability to eat and retain 
the standard laboratory diet. Experimental pyloric obstruction 
in dogs produced a marked and long-continued hypersection of 
gastric juice. This hypersecretion occurred in vagus-denervated 
Heidenhain pouches, indicating that it is of humoral or hor- 
monal origin. Gastric ulcers developed in one animal subse- 
quent to pyloric stenosis with resultant hypersecretion. The 
authors comment on the frequent occurrence of gastric ulcer in 
patients with preexisting duodenal ulcers of long standing with 
partial healing and pyloric stenosis. It is suggested that these 
secondary gastric ulcers are brought about by a hypersecretion 
of gastric juice caused by excessive antrum stimulation from 
contact with food and from hypermotility. 


Measurement of Portal Pressure by Liver Puncture. A. Lemaire 
and E. Housset. Presse méd. 63:1063-1064 (July 23) 1955 (In 
French) |Paris, France}. 


The authors used Le Go’s technique of intrasplenic pressure 
determination for liver puncture to determine portal pressure 
in 44 persons. A 17/10 mm. needle is thrust into the liver as 
for a punch biopsy. When the point has penetrated | or 2 cm. 
into the parenchyma, the cartridge is removed and the needle 
attached to an aneroid manometer graduated in centimeters of 
water by means of a piece of rubber tubing filled with a citrated 
solution. In normal persons the pressure varies from 7 to 13 
cm.; the average in 19 subjects was 11 cm. Twenty-five cirrhotic 
patients with portal hypertension had pressures varying from 
27 to 45 cm. The intrasplenic pressures were also determined 
in these 44 persons, and the two sets of figures jibed well. These 
procedures are simple, give relatively accurate results, and are 
reasonably inoffensive to the patient. They should be used in 
association in order to differentiate intrahepatic and extrahepatic 
blocks and prebably also for the recognition of certain portal 
and segmental hypertensions. 


Total Colectomy in Ulcerative Colitis. L. S. Fallis and J. Bar- 
ron. West. J. Surg. 63:452-455 (July) 1955 |Portland, Ore.|. 


It is now widely accepted that, when surgical intervention 
is indicated in ulcerative colitis, the ultimate goal of the surgeon 
should be the extirpation of the entire colon and rectum. Under 
ideal conditions the three-fold operation of ileostomy, removal 
of the entire colon, and resection of the rectum may be carried 
out in one stage. On other occasions graded procedures will be 
advisable. lleostomy alone often is a lifesaving measure, but 
it should be considered only as a preliminary step of a plan 
that ultimately will culminate in removal of colon and rectum. 
The authors discuss the indications for the various types of 
operative procedures and the complications likely to arise there- 
from. A technical modification is described that accomplishes 
removal of the colon and rectum through an abdominal incision. 
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This procedure was carried out on 20 patients without a death. 
It reduces the loss of blood and the trauma incidental to the 
classic perineal resection. Convalescence was rapid in all the 
patients, since there was no large perineal wound left to heal in 
slowly by granulation tissue. Al] the complications observed 
were due to difficulties associated with the ileostomy. These 
problems still persist, but they have been lessened by such steps 
as using a Separate opening with circular skin incision fer the 
ileostomy and immediate suture of the ileal mucosa to the skin 
margin, as advocated by Brooke and Turnbull, and finally by 
the application of the Rutzen bag in the immediate postoperative 
period, 


NEUROLOGY & PSYCHIATRY 


Etiology of Cerebral Palsy: An Experimental Approach. EF. 
Denhoff and R. H. Holden. Am. J. Obst. & Gynec. 70:274-281 
(Aug.) 1955 [St. Louis]. 


A detailed study of 100 patients with cerebral palsy was un- 
dertaken, and the apparently significant factors in the history 
were isolated. The following significant obstetric and neonatal 
factors were selected for study: midforceps delivery, breech de- 
livery, prolonged pregnancy, prolonged labor, prematurity, the 
need of oxygen or transfusion, the existence of cyanosis, hyper- 
tonicity, and listlessness. These findings were statistically of a 
significantly greater incidence in the histories of the 100 children 
with cerebral palsy than in the histories of 504 consecutive 
ward-births at the Providence Lying-In Hospital in 1949, Utiliz- 
ing the significant findings previously listed as presumptive 
causes of brain damage, all the infants in the group of 504 
whose histories indicated any of them were chosen for study. 
There were 36 infants whose histories (prenatal, obstetric, or 
neonatal) contained one or more of the previously mentioned 
“significant” findings. Each of these infants was visited by dis- 
trict nurses every three months for a period of two and one-half 
years. Only 15 of this group could be followed completely 
throughout the 30 month period. This group of 15 children is 
designated the “suspicious” group. Each child in this group was 
studied individually and intensively with a variety of testing in- 
struments and conditions. A random sample of 17 children, 
closely matched with the 15 for sex, date of birth, and socio- 
economic status, served as a control group. They differed from 
the “suspicious” group only by the absence of any “significant” 
finding in their history. The suspicious and control histories were 
compared with those of 20 children with cerebral palsy. Only 
four (27%) of the suspicious group had abnormalities in physical, 
psychological, and/or social development when studied at the 
end of 30 months. Three (18%) of the control group had similar 
findings. The only factor common to the abnormal children in 
both groups was a history of previous abortion in the mother. 
This seems even more striking in view of the fact that abortion 
is also found in a high percentage (28%) in mothers of children 
with cerebral palsy. The authors conclude that one important 
field of research in the etiology of cerebral palsy involves 
further investigation of reproductive physiology. 


Treatment of Children in the Iron Lung. K. Stenger. Klin. 
Wehnschr. 33:654-665 (July 15) 1955 (In German) |Berlin, Ger- 
many]. 


Stenger presents observations on 20 children with poliomye- 
litis who required treatment in the iron lung. The respiratory 
disturbance was of central origin in one child; 9 children had a 
purely peripheral respiratory disturbance; and in 10, bulbar, 
pontine, and encephalitic symptoms were combined. Division 
into these diverse groups is essential for the proper selection of 
patients for treatment in the iron lung. The bulbar forms of 
poliomyelitis are characterized by disturbances in swallowing, 
which result in the accumulation of viscid sputum in the pos- 
terior pharynx, which in turn causes obstruction of the upper air 
passages. Respiratory disturbances produced in this way may 
be confused with those that are centrally produced, but clinical 
examination will reveal their true nature, and measures should 
be taken that will keep the airway free. The respiratory dis- 
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turbances of purely central origin often are an ominous sign. 
The involvement of the substantia reticularis and of the respira- 
tory centers in medulla, pons, and hypothalamus produce severe 
arrhythmia; breathing may remain superficial despite cyanosis. 
Spinal paralysis of the respiratory muscles causes rather erratic 
symptoms, involving at times expiratory and at times inspiratory 
muscles and, occasionally, sparing certain segments or large 
groups of muscles. Life is threatened not only as the result of 
the defective gas exchange but also because inadequate pul- 
monary ventilation produces atelectasis, with its adverse effects 
on the circulation, particularly the right side of the heart. Oxy- 
gen deficiency results, which produces hypoxemia and cyanosis 
and gradually leads to disturbances in consciousness, since the 
myocardium and nervous system are highly susceptible to oxygen 
deficiency. Insufficiency of the respiratory musculature also 
involves deficient elimination of carbon dioxide. In describing 
the technique of treatment with the iron lung, the authors dis- 
cuss the dangers produced by aspiration, by hypoventilation, 
and by hyperventilation. The following tests have proved helpful 
in checking the condition of the patient in the iron lung: de- 
termination of carbon dioxide in the alveolar air and of the 
blood pressure, electrocardiography, and measurement of oxygen 
saturation of the tissues and of carbon dioxide pressure in the 
blood. No definite rules can be made with regard to level of 
negative and positive pressures and frequencies in the iron lung, 
and various models of the iron lung require individual adjust- 
ments. At the onset of iron lung treatment, the authors adminis- 
ter the phenothiazine derivative, Megaphen. This drug facilitates 
adjustment to the rhythm of the iron lung. Tracheotomy should 
be done if the muscles of deglutition are paralyzed. In these 
cases positive pressure breathing by way of the trachea ac- 
complishes about as much or perhaps more than iron lung 
treatment. In spinal respiratory paralysis, however, the iron 
lung method is the procedure of choice. Strophanthin is given 
to patients in the tron lung to prevent cardiac failure, and 
nikethamide (Coramine) is given for circulatory collapse of 
central origin. 


Electr phalographic Observations on an Alkaloid of Rau- 
wolfia (Serpasil). S. Colombati and P. Benassi. Gazz. med. ital. 
114:69-72 (April) 1955 (In Italian) [Milan, Italy]. 


A comparison was made of the electroencephalograms of five 
healthy persons and 15 patients with epilepsy before and one 
hour after the intravenous administration of 3 to 5 mg. of 
Serpasil. A depression of the bioelectric rhythms was found 
after the administration of the drug in the electroencephalograms 
of both groups, but it was more marked in those with epilepsy. 
The alpha rhythm became more evident in the normal persons, 
whereas in the epileptic patients the altered rhythms were less 
sharp and more concentrated in foci. The hypersynchronism, 
which was especially evident in the tracings of patients with 
psychomotor epilepsy, tended to disappear and in the tracings 
of these patients the activity of the focal theta rhythms became 
especially evident. The activity of the drug became manifest on 
the electroencephalograms 15 to 30 minutes after the intrave- 
nous injection, concurrently with the clinical effects. With re- 
gard to these, a 5 mg. dose of Serpasil induced in the patient a 
sense of torpor and a decrease in his state of vigilance. The same 
dose had also the paradoxical effect of inducing a state of in- 
somnia that was prolonged for several hours but was not 
accompanied by manifestations of psychic or motor reactions. 
The variations of the morphology of the bioelectric potentials 
depended on the modifications in the state of consci 
which was disturbed by the drug. 


“9 


Carotid-Artery Ligation in Surgery of the Head and Neck. 
O. Moore and H. W. Baker. Cancer 8:712-726 (July-Aug.) 1955 
{Philadelphia}. 


Ligation of either the common or the internal carotid artery 
may have serious and often fatal sequelae. The major hazard is 
the occurrence of cerebral damage, which supervened in 40 
(45.4%) of 88 consecutive patients subjected to ligation of either 
the common or the internal carotid artery or both in the course 
of treatment for various lesions of the head and neck during the 
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period from 1926 to 1952, inclusive. Cancer was the primary 
disease in 78 (89%); 2 had large, rapidly expanding cavernous 
hemangiomas, 1, an extensive schwannoma, and the other 7, 
carotid-body tumors. Carotid-body tumors, which were formerly 
considered malignant, are now believed to be benign in the great 
majority of cases, so that excision of the carotid bulb is not 
justified. Carotid ligation for these tumors has not been per- 
formed by the head and neck service of Memorial Center for 
Cancer and Allied Diseases, New York, since 1948. Complica- 
tions and deaths following carotid ligation have shown a steady 
decrease throughout the years, falling from 60% and 55%, 
respectively, in 20 patients operated on from 1926 to 1937 to 
31° and 11% in 35 patients operated on from 1948 to 1952. 
The importance of thrombosis and embolism as a cause of 
cerebral complications seems, on the basis of the autopsy find- 
ings in this series, to have been greatly overestimated. The three 
factors upon which every carotid ligation depends for its suc- 
cess are an anatomically efficient collateral pathway through 
the circle of Willis, the absence of abnormal segmental or dif- 
fuse arteriospasm, and the maintenance of sustained normal 
arterial pressure and blood volume flow. The records of these 
patients show that hypotension during or after the operation was 
the one common factor in a significant number of patients 
suffering major cerebral complications and that, conversely, it 
eccurred in but a small number of those who survived carotid 
ligation without ill-effect. Only four patients had a significant 
fall in blood pressure without showing evidence of serious brain 
injury. More effective prevention of hypotension is believed to 
be chiefly responsible for the reduction of the over-all mor- 
tality from carotid ligation to 11.4% during the last five years 
covered by this report. Stabilization of the blood pressure at or 
near the patient’s normal level should be accomplished before 
ligating either the common or the internal carotid artery when- 
ever possible. Relative cerebral hypotension should also be 
avoided by keeping the patient in a recumbent position until the 
blood pressure is well stabilized and the danger of fainting has 
passed. Gradual rising under supervision may have prevented 
hemiplegia in at least two of these patients. 


Oral Metrazol Therapy in Senility (A Preliminary Report). 
W. B. Suter. Dis. Nerv. System 16:211-217 (July) 1955 |New 
York}. 


Suter was induced to use pentylenetetrazol (Metrazol) in a 
selected group of 15 senile patients, because of the success that 
Chesrow and others had reported in 1951 with the oral use of 
this drug in aged and confused patients. This drug is a restora- 
tive, potent analeptic, and central nervous stimulant. Its action 
is primarily on the higher centers, cortex, thalamus, and 
medulla, but all parts of the cerebrospinal axis are stimulated 
to some degree. Metrazol acts particularly on the respiratory, 
vasomotor, and vagal centers when these centers are depressed 
either physiologically or by drugs. It stimulates reflex activity 
of the spinal cord, seems to enhance autonomic activity 
directly and in response to afferent stimulation, and stimulates 
nerve impulse transmission across the ganglionic synapses. The 
15 men, ranging in age from 67 to 83 years, were selected be- 
cause all showed marked senile mental disturbances. Nearly 
all of them were disoriented, confused, often restless, untidy, 
and quarrelsome. They had been in the institution for years 
without changes in their personality, so that changes following 
any form of therapy might be assumed to be the result of the 
inaugurated treatment. Generally, two tablets of 1.5 grains 
(0.09 gm.) each were given three to four times a day. Twelve 
of the 15 patients were definitely improved even after so short 
a time as four to five weeks. Usually improvement occurred 
within 10 to 14 days after the therapy was started. Two patients 
became definitely more alert mentally—one of them even re- 
quested permission to go home and was later discharged. Ten 
became more amenable to ward care, so that restraint could often 
be dispensed with and the constant aimless wandering about 
the ward ceased. What can be achieved with Metrazol therapy 
in mentally less confused patients remains to be seen. Judging 
from the results so far, it reduces the nursing difficulties inherent 
in the care of senile patients. 
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Experiences in Surgical Treatment of Lumbar Disk Herniation. 
O. Svaar. Acta chir. scandinav. 109:97-105 (No. 2) 1955 (In 
English) [Stockholm, Sweden]. 


Svaar presents observations on 157 patients in whom herni- 
ation of a lumbar disk had been treated by surgical extirpation. 
The periods of postoperative observation ranged from six months 
to seven years. Four of the patients were operated on a second 
time, from 12 to 30 months after the first operation, three for 
herniation of another disk and the fourth because cicatricial 
tissue caused pressure on a nerve root and recurrent radicular 
pain. As regards the indications for operation, the author says 
that most patients had a long history of frequent recurrences 
that had not responded to consgrvative treatment in the form 
of prolonged bedrest or the wearing of supports. In three pa- 
tients the onset had been sudden with nerve root pain, which 
was followed within a few days by paralysis of muscle groups: 
it is generally agreed that prognosis is unfavorable in these cases, 
unless surgery is carried out promptly. The author always 
carried out Abrodil myelography prior to operation. Intradural 
tumors of the cauda were found in 2% of the positive myelo- 
grams. Myelography is also important for the detection of 
multiple herniations. Furthermore, the author is convinced that, 
owing to the routine use of myelography, he has avoided sur- 
gery in many patients who should not be operated on. Normally 
he resorts to surgical treatment two or three days after the 
myelography. Exposure of the prolapse was usually carried out 
by partial hemilaminectomy or arcotomy, that is, extirpation 
of the ligamentum flavum and chiselling off of a small part of 
the upper and lower edges of the arches. In a few cases total 
laminectomy was performed. Extradural removal was carried 
out in all but eight of the patients. After removal of the herni- 
ation, the disk was scraped and all degenerated pulpal tissue 
was removed; this is important in order to avoid recurrence. 
‘thorough hemostasis before closure of the wound is important 
to prevent subsequent cicatricial root compression. The author 
never performed spine fusion in connection with the operation. 
In the follow-up, 27 patients were reexamined by the author, 
and 120 answered a questionnaire. The results obtained were 
excellent in 74.8% and good in 13.7%: improvement was ob- 
tained in 5.4%: and only 6.1% of the patients are still partially 
or completely disabled. In view of these results the author feels 
that lumbosacral fusion is not necessary in all cases of lumbar 
disk herniation but should be reserved for those few patients 
in whom the spine fails to stabilize after the disk operation. 


Skin Temperature in Relation to Nerve Injuries in Man. H. 
Shapiro and F. K. Stoner. Angiology 6:227-252 (June) 1955 
{Baltimore}. 


When a peripheral nerve is sectioned, changes occur in both 
the sudomotor and the vasomotor control of the area the inner- 
vation of which has been interrupted. The validity of the use of 
the skin temperature as a measure of blood flow in the skin 
has been analyzed by other investigators. The authors of this 
report studied 25 patients with peripheral nerve injuries of the 
upper and lower extremities, using skin temperature as an indi- 
cator of vasomotor control. The patients were all young men. 
It was found that vasodilatation may exist for many months 
after peripheral nerve injury or after surgical sympathectomy. 
When a peripheral nerve has been completely severed, the 
cutaneous vessels supplying the autonomous zone are generally 
dilated as compared with the normally innervated area. Such 
dilatation exists because of the interruption of the action of the 
normal vasoconstrictor fibers. These fibers are carried in the 
major nerve trunks, along with sensory and motor fibers of the 
voluntary nervous system. In patients in whom all vessels are 
dilated, the separation of the injured zone from normal zone 
vessels may be achieved by a cold immersion test, using contra- 
lateral extremities. A severe crushing injury may result in motor 
weakness, yet leave much of the autonomic vasomotor control 
unimpaired. The change in deep body temperature (as measured 
with a suitably designed rectal thermocouple) required to bring 
about vasomotor activity may be as small as 0.1° C (1.8° F). 
The authors feel that these data are in agreement with the view 
that the control of peripheral vessel caliber is mediated through 
autonomic fibers whose activity induces vasoconstriction and 
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that vessel dilatation is largely due to the inhibition or hypo- 
function of these vasoconstrictor fibers. Sensory loss (to touch 
and deep pressure) may be coexistent with normal vasomotor 
response in the affected area. 


GYNECOLOGY & OBSTETRICS 


Cervical Pregnancy. R. C. Cummin. Lancet 2:68-69 (July 9) 
1955 |London, England}. 


The first pregnancy of a 20-year-old woman had terminated 
in a normal confinement 20 months before. When she was hos- 
pitalized on Oct. 10, 1954 because of vaginal bleeding, she stated 
that she had had her last menstrual period on July 12, 1954. 
She had not felt well during this pregnancy owing to continu- 
ous vague lower abdominal pain. She had severe backache and 
nausea in the early hours of the morning before admission. 
Some four hours later at about six o’clock, during micturition, 
she passed several large blood clots per vaginam. The bleeding 
persisted, and arrangements were made for her transfer to hos- 
pital. On inspection of the abdomen there was a swelling rising 
from the pelvis and reaching to the level of the umbilicus. This 
appeared to be bilocular. The lower swelling was symmetrical 
resembling a distended bladder and was softer than the upper 
mass to which it appeared to be attached. Fetal parts were not de- 
tected and movements had not been felt. A vaginal examination 
revealed the cervix to be very full, effaced, and one-finger di- 
lated. In the anterior fornix there was a soft tender swelling 
and, above and to the left, a firmer mass that resembled an 
ovarian cyst. The findings pointed to an inevitable abortion 
with a possible torsion of an ovarian cyst. The woman was 
treated with Pethidine and Ergometrine and carefully observed. 
The following day there was a recurrence of abdominal pain. 
The bleeding was minimal and no products of conception were 
passed. It was decided to examine the patient under anesthesia 
and to perform a laparotomy, if necessary. The cervix was 
found to be two-fingers dilated. The softer pelvic tumor appeared 
to be the pregnant uterus to which was attached a much firmer 
swelling that resembled a fundal fibroid. A finger was intro- 
duced into the cervical canal and digital evacuation commenced. 
The placenta was found to be occupying the ballooned-out 
anterior portion of the cervix. During separation of the placenta 
the membranes ruptured and a fetus was extracted. At this stage 
the true nature of the placental implantation was detected. The 
cervix formed a roughly spherical cavity approximately the size 
of an orange, with an opening admitting the tip of the finger 
at its summit. This opening was the internal os with the body 
of the uterus above it. A blood transfusion was given, and the 
patient was discharged on the eighth day after operation. Three 
months later she stated that she had been well and that menstru- 
ation had returned. A cervical pregnancy is an unusual example 
of an ectopic gestation. Nearly all cervical pregnancies termi- 
nate in abortions before the 12th week of gestation, but this 
is not invariable and cervical pregnancies have been carried 
beyond the 20th week and almost to term. Hemorrhage can be 
most alarming and sometimes fatal. The condition is seldom 
recognized prior to Operation and no doubt many abort spon- 
taneously and pass unnoticed. 


Idiopathic Epilepsy in Pregnancy: Summary of the Literature 
and Clinical Study of Twenty Patients. J. H. McClure. Am. J. 
Obst. & Gynec. 70:296-301 (Aug.) 1955 |St. Louis}. 


During the period 1950 to 1954, when there were a total of 
7,379 deliveries, the authors found 20 mothers with typical grand 
mal attacks and without demonstrable organic changes. In addi- 
tion to these 20 women, 9 others were seen with grand mal 
seizures in whom there was an insufficient history and diag- 
nostic work-up for satisfactory evaluation. All patients were 
seen by a neurological consultant, and all received active treat- 
ment immediately upon diagnosis. Six of the 20 patients had 
their first medical work-up for seizures when they were seen in 
pregnancy. Treatment consisted of phenobarbital and diphenyl- 
hydantoin (Dilantin) sodium. Those patients in whom diphenyl- 
hydantoin caused intoxication without control of the convul- 
sions were given either 3-methyl-5,5-phenylethylhydantoin 
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(Mesantoin) or an experimental anticonvulsant drug with 
amphetamine. The 20 women were observed during a total of 
28 pregnancies. Seven of the women had one or more rela- 
tives with convulsions. The frequency of convulsive attacks in- 
creased during pregnancy in 11, remained unchanged in 5, and 
decreased in 4 of the women. Only one of the 28 deliveries was 
by cesarean section; this was done at eight months’ gestation 
after 12 hours of status epilepticus controlled only by constant 
intravenous sedation, and after Pitocin infusion and rupture of 
the membranes had failed to induce labor. Both mother and in- 
fant survived. A patient with identical electroencephalographic 
findings, and also with grand mal seizures well controlled with 
phenobarbital and diphenylhydantoin, developed uncontrollable 
status epilepticus at seven and one-half months’ gestation and 
was delivered in a moribund state by cesarean section after induc- 
tion of labor had failed. She regained consciousness 48 hours 
later and survived, but her infant died. Idiopathic grand mal epi- 
lepsy is without effect on pregnancy except in the patient with 
status epilepticus; the effects of pregnancy on idiopathic epilepsy 
are unpredictable. The majority of women in this group had 
more frequent convulsions during pregnancy. 


Influence of a Substance with Ganglioplegic Action (Hexa- 
methonium Bitartrate) on Course of Labor. M. Boscaro and 
A. Russo. Minerva ginec. 7:410-418 (June 15) 1955 (In Italian) 
{Turin, Italy}. 


Hexamethonium bitartrate (Esonium) was administered intra- 
venously by drip infusion in doses of 50 to 125 mg. diluted 
in a 5% glucose solution to 20 pregnant women at term taken 
at random, mainly from primigravidas who were admitted to 
the gynecologic clinic of the University of Turin. The influence 


of the drug .was evaluated on the basis of modifications in-— 


duced on the uterine contractions, on the length of the dilata- 
tion and expulsion stages, and on the arterial pressure. The 
drug had little effect in the women who received it in the pro- 
dromal stage of labor. It did have a favorable effect on the 
uterine contractility of women in whom labor had already begun 
at the time the drug was given; in these the stage of dilatation 
was accelerated. In women with simple or spastic inertia the 
basal uterine tonus was lowered, the rhythm became regular, 
the intensity or frequency of the contractions was increased, and 
a quick delivery followed. Systematic readings of the arterial 
pressure often revealed a parallelism between the hypotensive 
effect of the drug and its favorable action on the contractility 
of the uterus. Hypotension was never so marked as to induce 
fetal anoxia. The drug did not have a harmful effect on the 
fetus, nor did it affect the mother’s cardiac activity, except for 
a mild sinus tachycardia, which was shown by electrocardio- 
grams. The drug had no analgesic effect. The adminisiration 
of 2 units of Pituitrin together with the ganglioplegic was espe- 
cially favorable in influencing the uterine contractility, very 
likely because of a synergistic action of the two substances. This 
combination may make it possible to administer oxytocic hor- 
mone of the posterior lobe of the hypophysis even in cases, such 
as gestosis, in which eventual hypertensive crises could be 
dangerous. In such instances, the hypertensive action of the 
hormone would be compensated by the ganglioplegic-induced 
hypotension. 


Heparin-like Action of Follicular Fluid of Human Ovary. 
G. Vecchietti. Minerva ginec. 7:327-343 (May 31) 1955 (In 
Italian) |Turin, Italy}. 


Studies made on samples of fluid taken from apparently 
healthy or microcystic graafian follicles or from luteofollicular 
cysts in 63 patients indicated that the fluid of the first two had 
a high anticoagulant activity. Sometimes this activity was present 
also in the fluid obtained from the luteofollicular cysts; fluid 
from these, however, could coagulate spontaneously, or, less 
frequently, it showed a moderate coagulation-accelerating activ- 
ity. The studies revealed also the high protein content of 
the fluid, some electrophoretic characteristics, and the presence 
of fibrinogen and other coagulation factors. Numerous tests 
indicated that the anticoagulant activity of the fluid is of a 
heparin-like type; the intensity varied from patient to patient, 
and no particular relationship was noted between the intensity 
of the anticoagulant power and the various phases of the 
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menstrual cycle. The follicular fluid had spontaneous fibrino- 
lytic activity only in some cases of hemorrhagic luteofollicular 
cyst. The anticoagulant activity of the fluid was found to be 
the same as that of solutions containing up to 320 gammas of 
heparin per cubic centimeter. Protamine sulfate inactivated this 
anticoagulant activity, whereas toluidine blue and _ thionine 
potentiated it. An explanation for this peculiar behavior has 
not been reached. The follicular fluid behaved like heparin in 
preventing or rendering reversible the erythrocyte agglutination 
caused by protamine sulfate and in decreasing the piatelet ad- 
hesiveness. Histochemical studies of the ovary showed a certain 
parallelism between the intensity of zone chromotropy, the 
number of mast cells, and the anticoagulant activity of the 
follicular fluid. 


Microbial Flora in Pyosalpingitis. F. Ferraris and G. Papotti. 
Minerva ginec. 7:436-437 (June 15) 1955 (In Italian) [Turin, 
Italy]. 


The authors studied the bacterial and mycotic flora of 18 
cases of pyosalpingitis that had been treated at first by pro- 
longed administration of sulfonamides, antibiotics, and non- 
specific proteins, and subsequently treated surgically. They 
found bacteria in eight cases: Micrococcus (Staphylococcus) 
aureus in two instances, Micrococcus albus in one, diplostrepto- 
coccus in one, hemolytic streptococcus in one, Escherichia coli 
in two, and Mycobacterium tuberculosis in one. M. aureus was 
found together with Esch. coli in one instance only. Gono- 
coccus, which together with Esch. coli was in the past the 
commonest finding in this condition, was not found. Nor were 
there any mycotic micro-organisms. 


PEDIATRICS 


Epidemic Nephritis at Red Lake, Minnesota. C. R. Reinstein. 
J. Pediat. 47:25-34 (July) 1955 [St. Louis}. 


Acute glomerulonephritis, like rheumatic fever, is considered 
a nonsuppurative complication of infection by the beta hemo- 
lytic streptococcus, group A. Whereas rheumatic fever occurs 
in a relatively constant incidence of about 3%, regardless of 
serologic type or clinical manifestations of the antecedent infec- 
tion, nephritis is characterized by an extremely variable attack 
rate. Although usually sporadic, nephritis may appear from 
time to time in widespread epidemics, in localized outbreaks, 
and in families. Investigators have found evidence to suggest 
that differences in epidemiologic features between rheumatic 
fever and nephritis may be explained by variations in bacterial 
factors. It is thought that, although most, perhaps all, types 
of group A streptococci can produce rheumatic fever, only a 
few may be nephritogenic. This report is concerned with an out- 
break of nephritis on the Red Lake Indian Reservation in 
northern Minnesota during the summer and fall of 1953. The 
clinical aspects of this epidemic, which involved 63 cases, were 
described previously. This paper is concerned with epidemiologic 
studies in 56 of the patients who had classical acute glomerulo- 
nephritis. In six of the seven patients not included in this study 
the symptoms were subsiding and in the seventh patient, the 
disorder was complicated by hepatitis. The ages of all but two 
of the 56 patients ranged from | to 8 years, the average being 
4 years. In 80% of the patients a unique type of pyoderma 
was also present. Scarlet fever preceded some cases. To deter- 
mine the etiological agent, nose and throat cultures were taken 
from 350 individuals: 216 at Red Lake Reservation (51 nephritic 
patients, together with contacts and suspects, and a control series 
of 134 first-grade school children [63 from Red Lake and 71 
from Cass Lake]). Pyodermatous lesions of 26 individuals, in- 
cluding 12 with nephritis, also were cultured. Beta hemolytic 
streptococcus was found in 22.4% of the 216 subjects at Red 
Lake and in 24.2% of the 63 first-grade school children at Red 
Lake, but in only 12.7% of those from Cass Lake. Cultures 
of the pyodermatous lesions showed beta hemolytic strepto- 
cocci, group A, in 53.8% of the patients. All group A organ- 
isms were untypable against known antiserums. Over 70% of 
the Red Lake population was given prophylactic treatment to 
control the epidemic.@enzathine penicillin was administered by 
injection, in a single dose of 600,000 units to each subject less 
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than 15, and 1,200,000 units to those of 15 years or older. 
Previous to injection, nose and throat cultures were taken from 
about 500 of the persons who were to receive prophylaxis. A 
new culture test was made one month later in as many as pos- 
sible, and 381 paired cultures were thus available. Cultures were 
positive for the beta hemolytic streptococcus in 20.7% before 
prophylaxis, and, on reculture, only 1.3% were positive. All 
positive cultures at the first sampling were negative at the sec- 
ond. Of cultures before prophylaxis, 10.8% were group A, un- 
typable; after prophylaxis, untypable strains of group A were 
present in only 0.3%. Mass prophylaxis with benzathine peni- 
cillin aborted, within two weeks, an epidemic of nephritis appar- 
ently caused by a previously unidentified strain of the beta 
hemolytic streptococcus, group A, with strongly nephritogenic 
properties. Acute glomerulonephritis, therefore, is a preventable 
disease. 

Electr phalographic Studies Following Pertussis Immuni- 
zations. N. L. Low. J. Pediat. 47:35-39 (July) 1955 [St. Louis}. 


The author reviews earlier reports on severe neurological re- 
actions to pertussis vaccine, pointing out that the main neuro- 
logical symptoms are changes in consciousness varying from 
marked drowsiness to deep coma and convulsions. Consider- 
ing the large number of babies that receive active immuniza- 
tions for pertussis every year, the number of affected children 
is small but the outlook for these children is so bad that this 
problem needs more study. The case of a 6-month-old girl infant 
is presented in whom a convulsion developed 12 hours after she 
was given 0.5 cc. of alum-precipitated DPT into the right del- 
toid area. When she was brought back for her second injection 
one month later she appeared normal and her mother failed 
to mention the convulsion after the first injection. Twelve hours 
after the second injection had been made into the left deltoid 
region, convulsions started for which she was hospitalized. 
Despite treatment a state of decerebrate rigidity and convul- 
sions continued, and the child died. A study was undertaken 
to ascertain whether evidence of changed cerebral physiology 
due to pertussis vaccinations could be found more often than 
clinically recognizable symptoms. Electroencephalograms were 
recorded before and after pertussis immunizations in 83 chil- 
dren between the ages of 234 and 16 months. Forty-three chil- 
dren had been injected with plain pertussis vaccine containing 
30 billion organisms, and the remainder received material con- 
taining 15 billion organisms with diphtheria and tetanus toxoid. 
One of the babies showed marked diffuse slowing after the in- 
jection, which disappeared after one week; another showed less 
marked slowing with fever as the only symptom. This study 
shows that mild, but possibly significant, cerebral reactions 
occur in addition to the reported very severe neurological 
changes. The author feels, however, that the risk of serious 
neurological complications from pertussis is infinitely greater 
than the risk from preventive immunizations, so these injections 
should not be abandoned, but the material should be made safer. 


Infants with Organic Heart Defect. C. Bruins. Maandschr. 
kindergeneesk. 23:181-191 (June) 1955 (In Dutch) [Leyden, 
Netherlands]. 


Bruins reviews the various syndromes resulting from organic 
heart defects on the basis of observations on 78 children who 
entered his clinic before they had completed their first year of 
life. Of this number 38 are alive and 40 are dead. Bruins recom- 
mends periodical control examinations with telecardiography 
and electrocardiography for all infants with a definite precordial 
murmur. If changes occur or if the child shows signs of cardiac 
incapacity, a more thorough examination should be made. Some- 
times phonocardiography is an adequate means of diagnosis, 
otherwise angiocardiography or arteriography may be of great 
help, but these drastic procedures should be kept to a minimum. 
However, early diagnosis may depend on these examinations, 
and their prognosis is better than that of a thoracotomy. Pro- 
vided the anesthesia is in capable hands, infants usually tolerate 
these examinations well. Early operation is rarely necessary in 
infants with pulmonary or aortic stenosis. However, if coarcta- 
tion is associated with considerable cardiac enlargement, pre- 
ponderance of the left side in the electrocardiogram, and cardiac 
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failure, then early surgical treatment is advisable. When the 
pulmonary circulation is overburdened and there is no cyanosis, 
a septal defect is usually present, and early diagnosis and treat- 
ment is advisable, particularly when the heart is enlarged, with 
a big pulmonary conus, pulmonary hyperemia, and hyperten- 
sion. Infants with a systolic precordial murmur and with im- 
paired ventilation of the left lung are apt to have a large patent 
ductus arteriosus. Early closure of it may prevent progressive 
obstructive changes in the arteries of the lung. In the group of 
children with reduced pulmonary circulation with cyanosis, that 
is, in those with pulmonary stenosis and septum defect, early 
operation is indicated only if there are alarming attacks of 
paroxysmal dyspnea; otherwise it is better to postpone the opera- 
tion until the children are older. Anoxia with paroxysmal 
dyspnea may be precipitated in the first months of life by closure 
of an originally patent ductus. In such cases one may be sure 
that a pulmonary artery of good caliber is present. The type 
of operation (anastomosis) depends on the presence of a right- 
sided or left-sided aortic arch. Increased pulmonary circulation 
with cyanosis is caused by a variety of anomalies, usually in- 
volving transposition of the great vessels. These severely in- 
capacitated children require early examination and diagnosis. 


Melena Neonatorum: An Experimental Study of the Effect of 
the Oral Administration of Blood on the Stools. L. Apt. J. 
Pediat. 47:1-5 (July) 1955 |St. Louis}. 


Many obstetricians and pediatricians believe that grossly 
bloody stools passed by a newborn infant in the first or second 
day of life might be the result of the ingestion of maternal 
blood during labor. In order to determine whether blood intro- 
duced into the stomach of a newborn infant could produce 
grossly bloody stools the author gave to normal infants by 
gavage from 15 to 40 ml. of blood, taken from adults or the 
cords of newborn infants. The blood was collected in bottles 
containing either dry oxalate salts or anticoagulant acid citrate 
dextrose Solution A (1.2 ml. for each 10 ml. of blood). A rela- 
tively large amount of blood (35 to 40 ml.) was necessary to 
produce grossly bloody stools in the majority of infants. The 
grossly bloody stools were noted as early as 9 hours and as 
late as 30 hours after the introduction of blood into the stom- 
ach. Grossly bloody stools were passed for 12 to 45 hours. 
Occult blood (guaiac test) was detected in stools within 7 hours 
and was present for as long as 87 hours after blood had been 
given. A similar study was made in older newborn infants who 
had evacuated their meconium. The amount of blood given was 
10 to 20 ml. Much less blood (10 ml.) produced grossly bloody 
stools. Both grossly bloody stools and occult blood appeared 
as early as two and one-half hours after the administration of 
blood. The passage of grossly bloody stools continued for as 
long as 15 hours. A positive guaiac test for occult blood per- 
sisted for a period up to 46 hours. The guaiac test for occult 
blood was performed on all the stools passed by 35 normal new- 
born infants during their five day hospitalization. In all instances 
the test was negative. Although the number of infants in the 
study was too small to enable one to draw definite conclusions, 
the results may be of help to the clinician who may assume that 
the persistence of grossly bloody stools and a positive chemical 
test for blood indicate that there is continuing hemorrhage into 
the digestive tract of a newborn infant. The evidence presented 
indicates that this may not be true. 


Protection of Children of Tuberculous Parents. M. Graffar 
and M. Asiel. Acta tuberc. belg. 46:182-206 (June) 1955 (In 
French) |Brussels, Belgium]. 


A study was made of 166 children from Brussels families in 
which at least one of the parents had pulmonary tuberculosis. 
Eighty children had been protected by isolation or hospitaliza- 
tion of the affected parent. The former procedure (Grancher’s 
method) was generally unsuccessful because of the parents’ un- 
willingness to be separated from their children. Only 22 chil- 
dren had had this method applied correctly, and they had 
received adequate protection from tuberculosis. In 1954, when 
the average age of the 80 children was 8 years, 65% of them 
had positive reactions to tuberculin; 12% had had benign 
tracheobronchial adenopathy; 15% had had primary infections 
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severe enough to necessitate a long period of bedrest; and 12% 
had lesions of secondary or tertiary tuberculous dissemination. 
Two children were dead of tuberculous meningitis. Half this 
group had spent time in preventoriums or sanatoriums amount- 
ing to more than a year per child. The second group, i. e., 86 
children, had been given BCG vaccination. It was strictly com- 
parable to the first group with regard to socioeconomic back- 
ground, environment, and chance for tuberculous contact. For 
purposes of comparison, the 140 children from the entire group 
who had not reached the age of 10 were chosen. Of these, 85 
had been vaccinated and 55 had not. Tuberculous morbidity 
was four times less in the vaccinated children than in the non- 
vaccinated. If only those lesions severe enough to require a long 
period of bedrest are considered, the morbidity was seven times 
less. No secondary or tertiary lesions were found among the 
BCG-vaccinated children, while in the control group 9% had 
miliary or meningeal tuberculosis. Thus it is Once again proved 
that BCG confers remarkable protection, especially from the 
severer forms of tuberculosis. This protection is not absolute, 
and other precautions for the safety of children in contact with 
tuberculars must not be abandoned. 


Endocardial Fibroelastosis. E. G. St. John and T. A. Cope Jr. 
Am. J. Roentgenol. 74:39-45 (July) 1955 |Springfield, Ill.|. 


Endocardial fibroelastosis is one of the common types of fatal 
heart disease in infants, but its cause is unknown. It seems to 
be congenital rather than inflammatory and is probably based 
on anoxia. The clinical features fall into two principal patterns. 
The first is found in infants, usually less than 6 months of age, 
who have apparently been in good health until a sudden attack 
of severe dyspnea, cough, vomiting, and tachycardia appear. 
Those in the second group have episodes of mild dyspnea, with 
refusal to take food, vomiting, failmre to gain weight, and re- 
current pulmonary infections. Murmurs are usually absent. The 
fatal attack in these children commonly occurs within two years. 
Cyanosis is not a constant finding, except in patients in whom 
the aortic valve is affected. Involvement of the aortic valve is 
an ominous sign. Cardiac enlargement, often of a globular type, 
has been found in almost all the reported cases, almost always 
on the left side and principally in the left ventricle. The re- 
sponsibility for early diagnosis rests heavily on the roentgenolo- 
gist, but it should be remembered that the diagnosis can seldom 
be established with certainty during life. The characteristic 
cardiomegaly and the hyperplasia of the fibrous and elastic com- 
ponents of the endocardium were shown in the roentgenograms 
and demonstrated at autopsy in two infants studied at the Bing- 
hamton City Hospital. Their clinical course was marked by 
attacks of dyspnea and cyanosis, eventually ending in death. 


Escherichia Coli O 127:B., a Pathogenic Strain Causing Infantile 
Diarrhea: I. Epidemiology and Bacteriology of a Prolonged 
Outbreak in a Premature Nursery. C. S. Stulberg, W. W. 
Zuelzer, A. C. Nolke and A. L. Thompson. A. M. A. Am. 
J. Dis. Child. 90:125-134 (Aug.) 1955 [Chicago]. 


Bacteriological, epidemiological, and clinical data are pre- 
sented on an extensive epidemic of diarrhea of newborn infants 
that occurred in the premature nursery of the Children’s 
Hospital of Michigan and was caused by a newly described 
pathogen Escherichia coli O 127:B.. The epidemic, which in- 
volved a total of 60 cases over a period of four months, was 
characterized by a cyclic series of flare-ups. Because stool speci- 
mens and daily cultures of the predominant organisms were 
systematically saved from each infant until the identity of the 
causative agent could be established, it became possible, with 
a specific antiserum, to make a complete study of the epidemic, 
using this organism as an etiological tracer. The bacteriological 
basis for the cyclic pattern of the epidemic then became appar- 
ent. Each cycle began with a build-up period during which cross 
infections and incubation stages were occurring. The incidence 
of diarrhea increased slowly at first and then rose sharply to a 
peak. Each sick infant exhibited virtually pure cultures of E. 
coli O 127:B, in its stools. Treatment of the sick infants with 
neomycin resulted in prompt individual improvement and in a 
sharp decline of the outbreak, which coincided with the dis- 
appearance of E. coli O 127:B: from the stools. With the cessa- 
tion of the antibiotic treatment, a new cycle began. There was 
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an almost immediate resurgence of the pathogenic organisms in 
the stools, resulting invariably in asymptomatic carriers, a few 
clinical relapses, and an increase in new diarrhea cases. Control 
of the epidemic was not accomplished until all infants, whether 
they had diarrhea or not, were simultaneously placed on neo- 
mycin therapy, thus eliminating the organisms from the nursery. 
Regarding control of pathogenic coli infections on infant units 
of any type, it is evident that adequate bacteriological diagnosis 
is a prerequisite. Rapid identification of the offending organism 
either by the institutional laboratory or by a centralized service 
such as a public health laboratory is essential. For the strains 
thus far shown to be associated with diarrheal disease, polyvalent 
serums can provide a rapid screening test, which can be followed 
by exact identification with type-specific serum and _ bacterio- 
logical analyses. When an as yet unknown strain is involved, 
the preparation of an antiserum against the predominant organ- 
isms and the preservation of current stool specimens is impera- 
tive. At the same time a trial with a suitable antibiotic is clearly 
indicated but should not be restricted to the obviously affected 
patients. Every patient in the unit should receive prophylactic 
treatment either until discharge or until bacteriological identi- 
fication and control of the organisms has been achieved. Diar- 
rhea caused by pathogenic E. coli should be made a reportable 
communicable disease. 


Ulcerative Colitis in Children: Observations in Selected Patients. 
J. B. Kirsner, H. F. Raskin and W. L. Palmer. A. M. A. Am. 
J. Dis. Child. 90:141-152 (Aug.) 1955 [Chicago]. 


Ulcerative colitis in children is not uncommon and follows 
a course similar to that in adults. The disease should be sus- 
pected in patients with unexplained fever, anemia, and ab- 
dominal pain, with or without bloody diarrhea. Four selected 
cases in two boys and two girls between the ages of 10 and 16 
years are described in detail, illustrating certain psychiatric and 
therapeutic aspects, as well as various complications such as 
rectovaginal fistula, electrolyte disturbances, and amyloidosis 
with adrenal insufficiency. The clinical course in these patients 
again emphasizes the importance of prolonged, comprehensive 
medical treatment, skillful psychotherapy, the adjunct value of 
steroid therapy, and, in one patient, the lifesaving role of 
surgery. 


Insufflated Pulmonary Tuberculous Cavitation in Infants. J. 
Albés Martinez and O. Cassassas. Med. clin. 24:352-354 (May) 
1955 (In Spanish) |Barcelona, Spain]. 


Streptomycin and isoniazid when administered simultaneously 
to infants with pulmonary tuberculosis and cavitation cause 
complete elimination of parenchymal or intracavitary exudates. 
However, the combined treatment may transform the lesions 
or cavities into pulmonary air cysts with extremely fine walls. 
The fatal complications that follow the development of air cysts 
are insufficient arterialization of blood, acute displacement of 
the mediastinum, and cachexia. The subjects of this report were 
two infants 8 and 9 months old respectively. They were ad- 
mitted to the hospital with acute bronchitis that was controlled 
with penicillin. The Mantoux test became positive and tubercle 
bacilli were identified in the gastric contents. One of the patients 
had a tracheobronchial adenopathy. A few months after the 
patients had been discharged from the hospital, they were 
brought back with bronchopneumonia that did not respond to 
penicillin or sulfonamides. Roentgen examination of the chest 
of the patients showed exudative pulmonary lesions in one and 
pulmonary cavitation with an insufflated cavity in the other. 
The combined streptomycin-isoniazid treatment was promptly 
followed by apparent clinical improvement and cleaning of 
exudates from lesions and of cavities, all of which became trans- 
formed into air cysts. The insufflated cavity of one of the patients 
became so large an air cyst that it caused displacement of the 
spleen and acute deviation of the mediastinum. The large air 
cyst suddenly ruptured into the pleura causing acute spon- 
taneous pneumothorax. The general state of health rapidly de- 
teriorated after appearance of air cysts in both patients. Both 
patients died and the necropsies showed multiple air cysts of 
various sizes of typical aspect with thin layers of epithelium and 
also minimal parenchymal spots of miliary tuberculous lesions. 
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Deforming Osteochondrosis of the Tibia (Blount) in Children. 
J. E. Enklaar. Maandschr. kindergeneesk. 23:235-238 (July) 
1955 (In Dutch) [Leyden, Netherlands]. 


Enklaar is concerned with the tibial osteochondrosis that 
causes bowlegs, pointing out that Blount and Langenskidld 
studied this disorder under the term tibia vara in 17 cases. The 
author objects to this term, because it might create the impres- 
sion that the lesion is always in the medial half of the knee, 
whereas lateral localization is possible, and this would lead to 
the development of genu valgum (knock knee). He observed two 
children with knock knees in whom roentgenography revealed 
the typical picture of osteochondrosis in the !ateral half of 
the proximal ends of the tibia. He feels that, depending on the 
localization of the osteochondrotic process, the terms medial or 
lateral osteochondrosis of the tibia should be used. No evidence 
of tuberculosis or rickets is found in children with this disorder, 
but obesity generally exists and the defect usually becomes 
evident between the first and second years of life, soon after 
the child begins to stand and to walk. The author presents the 
history of a 3-year-old girl with nonrachitic bowlegs. He stresses 
the importance of roentgenologic examination, since without 
it the bowlegs may be assumed to be of rachitic origin. Chil- 
dren between 1 and 6 years of age, who have knock knees or 
bowlegs should always be subjected to roentgen examination so 
that the osteochondrotic process will be discovered and proper 
therapeutic measures may be taken. In children under 6 years 
of age, progressive correction with conservative measures is 
generally preferred, except when the tibial deformity is severe, 
in which case osteotomy may be necessary. In children over 
6 years of age this operation is usually necessary. 


Studies on Ag globuli ia: Il. Failure of Plasma Cell 
Formation in Bone Marrow and Lymph Nodes of Patients with 
Ag globuli ia. R. A. Good. J. Lab. & Chin. Med. 
46:167-181 (Aug.) 1955 [St. Louis]. 


Clinical, pathological, and hematological studies in human 
beings have provided evidence that links plasma cell formation 
to the elaboration of gamma globulin and the synthesis of anti- 
body. Patients have been observed whose principal abnormality 
is a deficiency of both antibody and gamma globulin produc- 
tion and whose disorder has been designated as agammaglobu- 
linemia. This disease occurs in a congenital, sometimes familial, 
form, which probably represents an inborn error of metabolism 
transmitted as a sex-linked recessive trait, or it may occur in 
an acquired form that may appear at any age and in either sex. 
The author compared the bone marrow and lymph nodes of 
four patients with agammaglobulinemia with similar tissues 
from normal persons and found a deficiency of plasma cells in 
the tissues of patients with agammaglobulinemia. Normal chil- 
dren showed plasmacytosis of the bone marrow and regional 
lymph nodes after stimulation with antigens, and there was evi- 
dence that plasmacytosis of the draining node in normal chil- 
dren is greater during the anamnestic reaction than during the 
primary response to antigen. Lymph nodes of patients with 
agammaglobulinemia tend to be small and poorly developed and 
have a relatively thin cortex with few germinal centers. Evidence 
is presented indicating that lymph nodes and bone marrows of 
patients with agammaglobulinemia are characterized by failure 
to develop plasma cells and secondary follicles in response to 
both primary and secondary antigenic stimulation. The author 
feels that these observations support the concept that plasma 
cells are directly involved in the sequence of events resulting 
in the formation of antibodies and gamma globulin and the 
liberation of these proteins into the circulating blood. 


DERMATOLOGY 


The Significance of a Positive L. E. Phenomenon. R. S. Weiss 
and S. Swift. A. M. A. Arch. Dermat. 72:103-112 (Aug.) 1955 
[Chicago]. 


The authors studied the blood of 350 patients. They found 
L. E. cells only when lupus erythematosus was the leading or 
a possible diagnosis, but they also observed certain other changes 
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in some of these bloods, such as the so-called tart cell, a histi- 
ocyte that has engulfed a dead or damaged white cell. The latter 
is usually a lymphocyte, and it retains some of its nuclear out- 
line and chromatin pattern. It is often difficult to distinguish 
between tart cells and true L. E. cells. The difference lies in 
the fact that the true L. E. cell is a homogeneous smoky body, 
completely without nuclear structure, while the inclusion body 
in the tart cell retains an outline and some chromatin network 
(nucleophagocytosis). The authors gained the impression that 
these tart cells may be precursors or perhaps abortive forms 
of L. E. cells. While the presence of these cells should not be 
regarded as evidence of the L. E. phenomenon, they are sus- 
picious, and repeated tests should be made. The authors found 
no L. E. cells in blood specimens from patients with penicillin 
hypersensitivity, although, since lupus erythematosus is regarded 
as possibly a hypersensitivity phenomenon, L. E. cells might 
be found in severe and long-standing penicillin reactions. The 
production of the L. E. phenomenon by hydralazine (Apreso- 
line) is highly interesting. The L. E. phenomenon was observed 
in 3 of 16 blood preparations made in patients receiving 
hydralazine, in whom some symptoms had developed in response 
to the drug. L. E. cells and other stigmas of the L. E. phenome- 
non were found in patients with rheumatoid arthritis often 
enough for this disease to be considered as a possible manifesta- 
tion of lupus erythematosus. Although discoid lupus erythemato- 
sus can become disseminated, the authors found L. E. cells in 
only 2 of 55 patients with discoid lupus erythematosus. They feel 
that reports about the discovery of L. E. cells in fungus diseases 
may be due to the fact that nucleophagocytosis (tart cells) were 
mistaken for L. E. cells, they themselves having done this before 
a strict differentiation had been made between the two. They 
conclude that, while positive tests have been reported in a num- 
ber of other diseases, the presence of clumping rosettes and the 
typical L. E. cell may be taken as conclusive evidence of sys- 
temic lupus erythematosus. The test is practically always posi- 
tive at some time during the course of lupus erythematosus. Its 
value, however, is greatest in the borderline cases, and, if the 
L. E. cell is found in certain rheumatic states, the burden of 
proof lies on him who would say that the condition is not sys- 
temic lupus erythematosus. All patients with rheumatoid arthritis 
should have frequent L. E, tests performed, especially if they 
show symptoms suggestive of lupus erythematosus such as mild 
bouts of fever, pain, reversal of the albumin/globulin ratio, 
microscopic evidence of kidney involvement, and increased sedi- 
mentation rate. The fact that the authors found one or two L. E. 
cells in the blood of patients who did not seem ill, coupled with 
the fact that the hydralazine syndrome seems to be reversible, 
makes them think that perhaps lupus erythematosus is not always 
a fatal disease. 


Aminopterin for Psoriasis. R. B. Rees, J. H. Bennett and W. L. 
Bostick. A. M. A. Arch. Dermat. 72:133-143 (Aug.) 1955 
[Chicago]. 


Aminopterin (4-amino-pteroylglutamic acid) is known to exert 
a favorable effect on the lesions of psoriasis, but it is a danger- 
ous drug, since the range between beneficial and toxic doses 
is narrow. The authors used moderate doses of Aminopterin 
in 171 ambulatory patients with psoriasis, hoping to clear or 
improve the lesions of psoriasis without producing too high an 
incidence of toxic effects. All of the patients had received one 
or several forms of conventional therapy, usually over a period 
of many years. The patients were not selected, except that treat- 
ment was not given during pregnancy, because the drug has an 
abortifacient effect. The group included 94 males and 77 females. 
The average duration of the disease was 10 years. Several treat- 
ment schedules were tried. It was found that when Aminopterin 
was used in a dose of 0.5 mg. daily by mouth, not exceeding 
6 mg. over a period of 12 to 20 days, clearing or great im- 
provement of psoriatic lesions occurred in approximately 80% 
of the patients with an 8% incidence of toxic reactions. The 
toxic effects were slight and transitory on this schedule. Re- 
lapses, however, were frequent, and usually occurred within 
from two weeks to two months. It remains to be determined 
whether the lesions of psoriasis can be completely suppressed 
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by repeating the small doses of Aminopterin from time to time 
and also whether this repeated administration will have toxic 
effects. There is no evidence of ill-effect, hematological or other- 
wise, in a few patients treated with from 30 to 50 mg. over 
a six months’ period with the aforementioned dosage schedule. 
When more than 0.5 mg. is given daily, the toxic effects are 
more frequent and severe. 


Developments in Rotary Abrasive Technics for Removing Acne 
Scars and Other Cosmetic Defects. J. J. Eller. New England 
J. Med. 253:11-14 (July 7) 1955 [Boston]. 


According to Eller the following types of rotary abrasives 
have been used for the removal of pitted acne scars and of 
other cosmetic defects: heatless stones, steel burrs, stee!l-wire 
brushes, and diamond and ruby fraises powered by high-speed 
rotary motors. He previously reported observations on 200 
patients in whom he used rotary steel-wire brushes with a 
velocity of 12,000 rpm under ethyl chloride refrigeration 
anesthesia in which good cosmetic results were obtained. This 
technique had certain disadvantages. Recently he has been 
using the Schreus high-speed apparatus (30,000 rpm) with 
heatless stones, steel burrs, and diamond and ruby fraises in 
hundreds of cases, with most satisfactory results. He found 
that the heatless stone and diamond and ruby fraises, powered 
by a high-velocity motor capable of 30,000 rpm, gave a much 
smoother grinding, a more satisfactory dermal abrasion, and 
better cosmetic results than the steel-wire brushes, driven by 
lower-velocity motors of 12,000 rpm. When the high-speed 
(Schreus) grinders are used it is not necessary to harden the 
skin, and therefore it is possible te use procaine-Cobefrin local 
anesthesia. With this anesthetic the field is always visible and 
not disguised as by freezing, which is most advantageous when 
small lesions, facial contours, linear scars, pigmentations, and 
tattoo marks are being abraded. In cases of dermal abrasion 
in which refrigeration anesthesia is desirable, Freon Mixture 
is preferable to ethyl chloride, since it is nonexplosive and 
nontoxic. 


UROLOGY 


Bilateral Total Adrenalectomy in Diabetics with Degenerative 
Vascular Disease. J. W. Headstream and J. T. Wortham. J. 
Urol. 74:1-7 (July) 1955 [Baltimore]. 


Patients with diabetes mellitus have a tendency to premature 
development of arteriosclerosis. Microaneurysms of the retinal 
arterioles are usually the earliest manifestations of diabetic 
vascular degeneration. Later, the changes are often greatest in 
the kidneys. One stage of this renal vascular deterioration was 
defined by Kimmelstiel and Wilson as interc2pillary glomerulo- 
sclerosis. The advanced stage of renal deterioration is character- 
ized by hypertension, vascular accidents, nitrogen retention, 
proteinuria, hypercholesteremia, eventual renal failure, and 
death. Previous publications provide evidence that altered 
adrenal cortical function resulting from complications of dia- 
betes may well be responsible for arteriolar degeneration. There 
is evidence that insulin hypoglycemia is a stimulant of adrenal 
cortical secretion, but rapidly rising blood sugar content also 
stimulates the adrenal cortex. It may be assumed that, when the 
blood sugar fluctuates widely, the adrenal cortical secretory 
functions also fluctuate greatly. The authors have felt that dia- 
betic patients with vascular disease might benefit by stabilization 
of their adrenal cortical functions. Since this cannot be accom- 
plished by medical means, bilateral total adrenalectomy fol- 
lowed by constant maintenance doses of the vital adrenal corti- 
cal steroids was attempted. Seven diabetic patients were studied 
before and after bilateral adrenalectomy. After baseline studies 
and regulation of the diabeies, all patients were prepared with 
300 mg. of cortisone acetaie for three days prior to surgery, and 
no vascular collapse or shock resulted during or after opera- 
tion. After the surgica! intervention the cortisone dose was 
gradually reduced. The results obtained suggest that vascular 
deterioration of the type seen in diabetes may involve abnormal 
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adrenal cortical function. “Brittleness” and increasing insulin 
requirements point to functional impairment of the adrenals. 
If adrenalectomy is to be successful, it should be done fairly 
early in the arteriolar degenerative processes. There is evidence 
that it is a practical and hopeful therapy in properly selected 
patients. 


The Results of Ureteral Transplantation to a Rectosigmoidal 
Pouch. W. F. Melick and J. J. Naryka. J. Urol. 73:47-58 
(July) 1955 |Baltimore]. 


Melick and Naryka combine ureteral transplantation into a 
rectosigmoidal pouch and proximal colostomy in an effort to 
produce a fecal-free urinary reservoir as a substitute for the 
bladder. Melick had participated in a preliminary report on this 
method. In this paper the authors present the histories of six 
patients in whom they employed the method successfully. It 
proved to have the following advantages: urinary continence is 
preserved by utilizing the rectal sphincter; urinary obstruction 
and infection are eliminated by the diversion of the fecal stream; 
and the danger of fecal fistula has been eliminated. Technically 
the procedure is easier than in other described “surgical artificial 
bladders” and more quickly performed, which should result in 
a lower operative mortality. Hyperchloremic acidosis has been 
no problem except in one patient in whom there was a pre- 
existing chronic pyelonephritis and when there is incomplete 
emptying of the rectosigmoid. The only disadvantage is that the 
patient does have a colostomy that requires specialized daily 
care. The authors feel that from the esthetic point of view, one 
might question whether it is better to have a colostomy with 
urinary control or fecal control with a Rutzen bag constantly 
collecting urine. Both groups of patients have to make adjust- 
ments and concessions to their altered physiology and many in 
each group have done so and reiurned to their jobs. 


Methods for the Elimination of Errors in Serum Acid Phos- 
phatase Determinations. M. B. Ozar, C. A. Isaac and W. L. 
Valk. J. Urol. 74:150-157 (July) 1955 [Baltimore]. 


The authors show that, since the introduction of serum acid 
phosphatase determinations in 1938 by Gutman and Gutman, 
much has been written as to the specificity and value of the 
tests. Many modifications in the technique of determining acid 
phosphatase have been made in an attempt to improve the ac- 
curacy and specificity of the procedure. Initially, urologists felt 
that they had a laboratory test that when positive was pathog- 
nomonic of metastatic carcinoma of the prosiate. When reports 
appeared in the literature of elevated serum acid phosphatases 
in the absence of carcinoma of the prostate, many clinicians 
became disillusioned and some lost complete faith in this very 
valuable procedure. Reviewing the factors leading to erroneous 
results in acid phosphatase determinations, the authors found 
that hemolysis, previous endocrine or roentgen therapy, time and 
temperature, prostatic manipulation, certain electrolytes, spon- 
taneous hydrolysis of the substrate, extraneous sources of acid 
phosphatase, human error, and the age of the patient should be 
considered in evaluating the significance of serum acid phos- 
phatase levels. Available corrective measures are discussed. 
Approximately 10% false positive tests were obtained in patients 
with benign prostatic hypertrophy when total serum acid 
phosphatase values were interpreted. Only 2° false positive 
reactions were elicited in the same group of patients with benign 
prostatic hypertrophy when L-tartrate-inhibited “prosiatic” 
serum acid phosphatase levels were used as an index. Patients 
with untreated carcinoma of the prostate and skeletal metastases 
uniformly showed elevated total as well as “prostatic” serum acid 
phosphatase values. In patients with carcinoma of the prostate 
previously treated, an elevated total or “prostatic” serum acid 
phosphatase is significant and usually indicates relapse. The non- 
specific nature of L-tartrate inhibition of serum acid phosphatase 
was again demonstrated by its effect on the serum acid phos- 
phatase values of prepuberal males and females. The authors 
conclude that the serum acid phosphatase determination is a 
valuable aid in the management of carcinoma of the prostate 
if the possibilities of error are known. 
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Local Injections of Hydrocortisone as a New and Effective 
Treatment for Strictures of the Urethra and Meatus. C. D. 
Bonner, M. K. Lyons and D. Shields. New England J. Med. 
253:130-134 (July 28) 1955 [Boston]. 


Excellent results were obtained in 8 patients with urethral 
and 10 with meatal strictures treated with local injections of 
hydrocortisone and dilatation. The average number of injec- 
tions needed was three, but good results were sometimes 
obtained with one or two. Only two patients required more 
than three. The hydrocortisone, in an aqueous suspension, was 
injected directly into the stricture at two clock positions, 
five and seven, or three and nine. No anesthesia was required 
in patients with meatal strictures, and the injections, for which 
a 2 cc. syringe and a 22 gauge needle were used, were given 
directly without the aid of urethroscopy. Local, spinal, or 
general anesthesia was used as required in the patients with 
strictures of the anterior and posterior urethra; the strictures 
were located and visualized through the McCarthy foroblique 
panendoscope; and the injection was given with an endoscopic 
needle passed through the panendoscope and inserted into the 
stricture under direct vision. The most important feature of this 
insertion was to get the needle well under the mucosa and 
into the tunica propria before the hydrocortisone was injected. 
The initial dose of 6.25 mg. of hydrocortisone injected into 
each of the two sites chosen was later increased to 12.5 mg.., 
and the number of injections, as well as the interval between 
them, was varied to suit the individual case. All the patients 
received prophylactic chemotherapy during cortisone admin- 
istration. The success of the treatment did not appear to depend 
on the duration of the stricture, since a definite change, con- 
sisting of softening and easy distensibility, occurred in every 
case after the first injection, subsequently progressing to the 
point where no stricture could be felt. These results have been 
maintained for from 4 to 14 months without change in the 
clinical picture. The treatment described therefore seems to 
meet the requirements of an effective regimen for the control 
of meatal and urethral strictures. It is simple and relatively 
inexpensive, can be completed in a short time, and has so far 
proved completely effective. Its applicability to other genito- 
urinary conditions is now under investigation. 


Contribution to the Functional Study of Myelomatous Nephro- 
pathy. B. Magnani and V. Bonomini. Gior. clin. med. 36: 
557-571 (May) 1955 (In Italian) [Bologna, Italy]. 


Marked alterations of the kidneys are seen quite often in 
patients with myelomatosis. The clinical elements that might 
suggest an eventual renal impairment are, however, mild when 
they are not absent. Bence-Jones proteinuria is not by itself an 
index of the impairment of the glomerular filter because the 
Bence-Jones protein is so small in size that it escapes readily 
through the membrane of the glomerular capillaries. The renal 
functional damage varies in patients with myelomatosis accord- 
ing to the phase of the condition. As a consequence of the 
dysproteinemia, there may be an early alteration of the glomer- 
ular membrane with a secondary abnormal filtration of protein 
micelles and their passage into the tubular sections. In this 
phase the azotemia and the power of concentration are still 
within normal limits and the values of clearances are not 
significantly depressed. Later there is damage to the tubular 
cells, presumably because of phenomena of protein thesaurosis. 
The Volhard tests are altered and functional tests reveal a 
deficiency of the tubular section (reduction of the maximum 
tubular excretory capacity), which is greater than the con- 
current reduction of the glomerular filtrate volume and the 
renal plasma flow. Thereafter, albumin-like masses in the 
lumen of the tubules cause the functional exclusion of the 
entire kidney. When more than two-thirds of the parenchyma 
is impaired, a condition of unmistaken renal insufficiency sets in. 
The functional tests are in this phase markedly depressed with 
an over-all reduction of the glomerular filtrate volume, the 
renal plasma flow, and the maximum tubular excretory capacity. 
The circulatory and tubular impairment is generally greater 
than the glomerular damage. The authors performed renal 
functional tests on three patients with myelomatosis. The 
results indicated a marked depression of the various test values 
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in the following sequence: renal blood flow, renal plasma flow, 
maximum tubular excretion of p-aminohippuric acid, and, last, 
glomerular filtrate volume. 


THERAPEUTICS 


Chronic Bromide Intoxication. F. Norheim. Tidsskr. norske 
legefor. 75:454-456 (June 15) 1955 (In Norwegian) [Oslo, 
Norway]. 


Patients with severe bromide intoxication often present such 
marked psychic symptoms that they are admitted in psychiatric 
departments. Milder cases may be overlooked. Not all physicians 
are attentive to the dangers in long-continued bromide treatment 
and to the symptoms in chronic bromide intoxication. Diagnosis 
can be made in vague cases, if the possibility of bromide in- 
toxication is borne in mind. The sedative effect of bromides is 
good. Danger of habituation is slight, but all who prescribe 
bromides must be alive to the handicaps and dangers associated 
with their prolonged use. Bromides should not be prescribed in 
large amounts or with many reiterations. If it becomes necessary 
to give bromides for more than a relatively short time, the 
‘patient should be kept under close medical supervision. Special 
care is called for in the use of bromides for patients on salt- 
free diet, patients with impaired renal function, and older and 
asthenic patients. Four cases of chronic bromide intoxication 
are reported. 


Influence of Alcohol as Contraindication Against Morphine. 
O. Naalsund. Tidsskr. norske legefor. 75:489-492 (July 1) 1955 
(In Norwegian) |Oslo, Norway}. 


Two cases of acute morphine intoxication in chronic al- 
coholics, one case fatal, are reported mainly to illustrate the 
violent symptoms that, because of the synergism between alcohol 
and morphine-scopolamine, can occur on the use of morphine in 
therapeutically allowable doses in patients affected by alcohol. 
Influence of alcohol must be considered an absolute contra- 
indication for the use of morphine. The symptomatology in acute 
morphine intoxication is seen in the first case: deep coma; in- 
sufficient or suspended respiration with periods of apnea, some- 
times of Cheyne-Stokes type; and marked cyanosis with miosis. 
The combination of cyanosis and miosis is stressed as helpful 
in differential diagnosis. Since the introduction of N-allylnor- 
morphine as a specific antidote in acute morphine intoxication, 
it is especially important to have the symptomatology in mind 
so that diagnosis can be made as soon as possible and treatment 
started. In the first case a condition threatening life was entirely 
changed in about a minute by the intravenous injection of 
N-allylnormorphine hydrobromide (Lethidrone). 


Comparison of Two Regimes for the Treatment of Enterobiasis 
with Piperazine Citrate. R. W. Sappenfield, C. Swartzwelder, 
J. H. Miller and F. Martinez. J. Louisiana M. Soc. 107:276-278 
(July) 1955 |New Orleans}. 


The object of this study was to ascertain the efficacy of 
piperazine citrate for the treatment of patients with pinworm 
infection through a comparison of two schedules of therapy. 
The usual dosage schedule employed consists of anthelmintic 
therapy for two alternate weeks (treatment for seven days, rest 
seven days, treatment for seven days). The fact that some in- 
vestigators observed that eggs of Enterobius vermicularis were 
demonstrable in Scotch tape anal swabs, taken on some patients 
during the seven day rest period, seems to indicate that auto- 
infection may occur during treatment with this regime. In the 
present study this schedule of therapy was compared with a 
straight 14 day course of medication. The daily dosage in both 
groups of patients was computed on a basis of 30 to 35 mg. 
per pound of body weight, up to a maximum of 2 gm., and was 
divided in two equal doses. Enterobius vermicularis was elimi- 
nated in 30 of 33 patients treated for 14 consecutive days with 
piperazine citrate and in 26 of 27 patients in whom the same 
anthelmintic was given with a treatment-free interval of one 
week intervening between the two weeks in which the drug was 
given. The authors feel that the difference between the thera- 
peutic results with these two regimes is not Statistically sig- 
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nificant. Complaints during therapy were infrequent and mild 
in both groups of patients. Treatment for 14 consecutive days 
offers some practical and theoretical advantages over therapy 
for two alternate weeks. 


Jaundice After Discontinuance of Chlorpromazine. G. C. Kohl, 
F. R. Maddison and R. E. Davis. Northwest Med. 54:716-718 
(July) 1955 [Seattle, Wash.]. 


Reviewing the literature for cases of jaundice occurring after 
cessation of chlorpromazine therapy, the authors found three 
papers that indicate a total of four cases in patients in whom 
jaundice developed after the drug had been discontinued. Dura- 
tion of the jaundice in these patients varied from a transient day 
or two to several months. An additional case is described in a 
54-year-old obese woman with refractory vertigo, nausea, and 
vomiting, who received treatment with chlorpromazine for 16 
days in doses varying from 25 mg. given intramuscularly four 
times daily to 25 mg. given intramuscularly two times daily or 
given orally two times daily. Jaundice developed five days after 
the drug had been discontinued. Jaundice subsided after a dura- 
tion of 32 days. The patient had been asymptomatic for four and 
a half months at the writing of the authors’ paper. For the diag- 
nosis of jaundice caused by chlorpromazine, which mimics 
closely, laboratory-wise and often clinically, obstructive jaundice 
and, therefore, requires differentiation from a surgically cor- 
rectible jaundice, the following possible aids are offered: (1) a 
high index of suspicion; (2) current, or previous, administration 
of chlorpromazine; (3) jaundice occurring with laboratory find- 
ings suggestive of the obstructive type of jaundice, and (4) tran- 
sient peripheral eosinophilia, which has not always been reported 
but was present in the authors’ patient. In the final analysis the 
correct diagnosis will depend, as it always does, on careful evalu- 
ation of the total clinical picture. 


Drug Evaluation in Angina Pectoris: Khellin, Heparin, Peritrate. 
R. C. Kory, A. S. Townes, R. E. Mabe and others. Am. 
Heart J. 50:308-321 (Aug.) 1955 [St. Louis]. 


Three drugs, 5,8-dimethoxy-2-methyl-6,7-furanochromone 
(Khellin, Visammin), heparin sodium, and _ pentaerythritol 
(Peritrate) tetranitrate were given a therapeutic trial in 18 men 
between the ages of 33 and 76 years with a typical history of 
angina pectoris of from two months’ to 12 years’ duration. All 
of the patients had arteriosclerotic heart disease, six were hyper- 
tensive, and one patient had syphilitic aortic insufficiency. All 
patients were hospitalized. Subjective evaluation of the efficacy 
of the drugs was carried out in each patient by a daily record 
of each anginal attack throughout the study period. This was 
supplemented by objective evaluation with the anoxemia test. 
Six patients were tested with Khellin. In these patients the initial 
anoxemia test was followed by a two-week period on an iden- 
tically appearing oral placebo, which in turn was followed by 
a second anoxemia test. Then after two weeks on 50 mg. Khellin 
given three times daily, a third anoxemia test was done. Of 
the six patients, five had positive results of the anoxemia test 
after Khellin administration or reverted to negativity after the 
placebo period. One patient reverted to negativity after Khellin 
administration but did not show any subjective improvement. 
One of the five patients with a persistent strongly positive re- 
sponse to the anoxemia test had a striking and sustained subjec- 
tive improvement after Khellin administration. Khellin, though 
of definite therapeutic value in a limited number of patients 
with angina pectoris, is not generally useful because of the high 
incidence of side-reactions. Fifty milligrams of heparin given 
daily to 11 of the 18 patients produced subjective and objective 
benefit in only one, and this benefit was not sustained. This drug 
appears virtually ineffective in angina pectoris. Pentaerythritol 
tetranitrate in doses of 60 and 90 mg. daily provided impressive 
and sustained subjective improvement in two of six patients but 
failed to alter the patients’ positive response to the anoxemia 
test. Although the general usefulness of therapeutic agents in 
angina pectoris can best be established by statistical compilation 
of “double blind placebo” subjective data as described by 
Greiner and co-workers |J. A. M. A. 144:1025 (Nov. 18) 1950] 
and by objective testing, the therapeutic value in an individual 


J.A.M.A., Oct. 15, 1955 


patient may be amply demonstrated by alternate long periods on 
drug and placebo with a favorable response after the adminis- 
tration of the drug and failure of response after administration 
of the placebo. Since angina pectoris itself may vary greatly 
from patient to patient, it seems quite plausible that a drug 
might be quite effective in a limited number of patients but when 
averaged over a whole series of patients might appear ineffective. 
It would seem, therefore, that certain drugs, though of little 
general usefulness in angina pectoris, may be highly effective 
in an occasional patient. 


Combination of Serpasil and Doriden in Treatment of Pain of 
Chronic Peripheral Arteriopathies and in Preoperative and Post- 
operative Sedation. D. Noceti and A. G. Nasta. Gazz. med. 
ital. 114:82-85 (April) 1955 (In Italian) |Milan, Italy}. 


Serpasil and Doriden, a nonbarbiturate, hypnotic sedative, 
were given to 10 patients with chronic peripheral arterial dis- 
ease and to 10 in the preoperative and 10 in the postoperative 
course to study the action of the combined administration on 
pain in the first group, its sedative and preanesthetic action in 
the second, and its sedative and calming action in the third. 
From a minimum of 0.25 mg. of Serpasil and 500 mg. of Dori- 
den to a maximum of 0.75 mg. of Serpasil and 1.5 gm. of 
Doriden was given daily to the patients of the first group for 
2 to 50 days. Those of the second and third group were given 
during the 48 hours preceding and following surgery, respec- 
tively, 0.75 mg. of Serpasil and 1.5 gm. of Doriden. The results 
revealed a decisive action of the combined therapy in the pa- 
tients with chronic peripheral arterial disease in whom pain 
was eliminated or notably decreased without resort to mor- 
phine and its derivatives. Anxiety was greatly decreased in the 
patients who received the combined therapy preoperatively, and 
the patients who received it postoperatively were benefited by 
its analgesic and sedative action. Relatively large doses of the 
drugs were given without causing intolerance or side-effects. 
The authors conclude that this combined therapy should be 
considered an analgesic and sedative for the pain of chronic 
arterial disease in general, a preanesthetic means, and an excel- 
lent adjuvant in the therapy of painful states of the postopera- 
tive period. 


Chloroquine Therapy in Rheumatoid Arthritis. R. E. Rinehart. 
Northwest Med. 54:713-715 (July) 1955 |Seattle, Wash.|. 


The high incidence of amebiasis in patients with rheumatoid 
arthritis, which was reported by the author in a previous paper, 
suggested that an aggravating, if not causal, relationship 
between the two conditions might exist in some patients. Con- 
sequently, combined treatment with two highly effective amebi- 
cides, chloroquine phosphate and diiodohydroxyquin (Diodo- 
quin), was given a trial in several hundred patients with 
rheumatoid arthritis. The dose employed was 0.65 gm. of 
diiodohydroxyquin given three times a day and 0.25 gm. of 
chloroquine given two times a day for from 3 to 12 weeks. 
Appreciable antirheumatic effects were being manifested with 
a minimum of toxic reactions and side-reactions when these 
drugs were administered in combinations. Further observations 
revealed that most of the antirheumatic effects, and most of 
the side-reactions, were caused by chloroquine. The most re- 
markable effects of the administration of chloroquine in rheu- 
matoid arthritis were noted in children and young adults. Eight 
of 11 patients between the ages of 3 and 22 years with rheu- 
matoid arthritis obtained major improvement or had a complete 
remission of the rheumatoid state when treated with amebicides. 
Fight of 14 patients between the ages of 38 and 72 years with 
rheumatoid arthritis obtained a lesser degree of over-all im- 
provement with similar treatment. Actually, because of the age 
and disability of these patients, the improvement was more strik- 
ing than in the younger group. A therapeutic trial with chloro- 
quine is indicated for all patients with rheumatoid arthritis. 
Despite the high incidence of amebic infection in patients with 
rheumatoid arthritis and the pronounced improvement in the 
arthritis that followed amebicidal therapy, a causal relationship 
in individual cases was not proved. Years of experience on a 
much larger scale will be necessary to determine the exact 
relationship. 
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Local Use of Hydrocortisone Acetate in Orthopedic Conditions. 
M. Makin and T. Wiznitzer. Harefuah 48:253-255 (June 15) 
1955 (In Hebrew with English and French summaries) |Jerusa- 
lem-Tel Aviv, Israel]. 


Nineteen patients with active rheumatoid arthritis were given 
41 intra-articular injections of hydrocortisone acetate. This drug 
exerts a nonspecific local anti-inflammatory effect, inhibiting 
tissue reaction to noxious stimuli. A reduction of local pain, 
diminution of local inflammatory reaction, and increased range 
of motion suggested marked improvement of the condition in 
all these patients. Intra-articular injections of hydrocortisone are 
indicated in rheumatoid arthritis (1) before the correction by 
manipulation, stretching, or physiotherapeutic measures in pa- 
tients with joint contractures; (2) when only one or two major 
joints are affected; and (3) in patients in whom general specific 
therapy with corticotropin (ACTH) and cortisone is contraindi- 
cated because of untoward reactions to the general therapy. 
associated complications such as hypertension or diabetes, and 
unsatisfactory response to general therapy. A total of 152 intra- 
articular injections was given to 103 patients with mono- 
articular osteoarthritis. Most of these patients had degenerative 
osteoarthritis of the knee joint. Ninety-six (93%) of these pa- 
tients showed pronounced improvement of their condition for 
several weeks; improvement continued for several months in 
two patients. Hydrocortisone exerts only a temporary effect on 
the arthritic process, and its use is mainly indicated to abort 
acute exacerbations and to quiet the activity of the disease 
process. Thirty-two patients with stenosing tenovaginitis (Quer- 
vain’s disease and trigger finger) were treated with local hydro- 
cortisone that was injected into the involved area. Twenty-seven 
of these patients were cured within a brief period, most of them 
by a single injection of 25 mg. Local hydrocortisone injections 
were used also in isolated cases of gouty arthritis, tennis elbow, 
and frozen shoulder with varying success. 


Hypertension Treatment with Alkaloids of Veratrum Viride and 
Veratrum Album Alone or in Combination with Hexamethonium 
Salts. D. Brunner, S. Altmann and L. Schindel. Acta med. 
scandinav. 151:487-498 (No. 6) 1955 (In English) [Stockholm, 
Sweden]. 


Of 87 patients with hypertension who were treated with 
simple psychotherapy, salt-poor diet, rice diet, and various hypo- 
tensive drugs at one of the medical departments of the Govern- 
ment Hospital in Jaffa, Israel, 55 were treated with the alkaloids 
derived from Veratrum viride in the form of alkavervir (Veri- 
loid) or Veradine (an Israeli proprietary preparation) and with 
the alkaloids derived from Veratrum album in the form of 
Protoveradine, an Israeli proprietary preparation of protovera- 
trine. Of the 55 patients, 49 were followed for from three 
months to two years. Thirty-one patients received Veratrum 
preparations alone with good results, and 24 required additional 
oral administration of hexamethonium. This combined treat- 
ment made it possible to use smaller doses of each of the drugs 
(12 to 14 mg. of Veriloid or Veradine, or 3 to 4 mg. of Proto- 
veradine daily, and not more than 2,000 mg. of hexamethonium 
daily); thus undesirable side-effects could be prevented and 
parenteral administration avoided. Results were good in 39 pa- 
tients and fair in 16. Eleven patients did not respond to this nor 
to any other method of treatment. Results were evaluated accord- 
ing to the level of the blood pressure when the patient resumed 
his work and not according to that during rest. Of four illus- 
trative cases reported on in detail, one was a 66-year-old woman 
with malignant hypertension associated with macroscopic hema- 
turia, renal failure, and papilledema who was treated with 
protoveratrine alone, and one was a 49-year-old man with hyper- 
tension of 10 years’ duration and serious hypertensive encepha- 
lopathy who was mentally disturbed and was treated with 
protoveratrine and hexamethonium bromide. The woman showed 
a good response to protoveratrine; the papilledema and the 
hemorrhages of the fundi disappeared, and the level of the 
blood urea was restored to normal. The mental state of the 
man improved, the blood pressure was reduced from 230/120 
mm. Hg to 180/110 mm. Hg, and he was able to work in an 
office. Although both patients had severe dyspeptic disturbances 
shortly after treatment with protoveratrine was started, they got 
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accustomed to the drug. Protoveratrine is a powerful hypo- 
tensive agent that may cause various undesirable side-effects. It 
does not, however, influence kidney function and this may be 
used in cases of renal failure. Fair results may be obtained with 
this drug even in patients with malignant hypertension. 


Results of French Experiments with Prednisone (Metacortan- 
dracin) in Inflammatory Rheumatism. F. Coste, F. Delbarre, 
P. Massias and others. Rev. du rhum,. 22:385-405 (May) 1955 
(In French) [Paris, France]. 


French experimentation to date with the new dehydrocorti- 
sone, prednisone, formerly metacortandracin (41,4-pregnadiene- 
17a, 21-diol-3, 11, 20-trione), a synthetic steroid, is based on 75 
patients treated for from 15 days to two months. Their diagnoses 
were as follows: rheumatismal polyarthritis, 61; ankylosing 
spondylarthritis, 4; monoarticular or oligoarticular rheumatism, 
2; gout, 2; tendinous synovitis, 2; scapulohumeral periarthritis, 
2; painful exostosis of the calcaneum, 1; and coxarthrosis, 1. 
Most of these patients had been receiving hormone therapy with 
orally administered cortisone or hydrocortisone. Dosage of the 
drug was from 30 to 40 mg. for from 5 to 10 days, after which 
the doses were diminished to the minimal effective dose, which 
varies from 15 to 25 mg. according to the patient. Rapid clinical 
improvement was seen, especially of pain, but also in swelling 
and rigidity. The sedimentation rate often underwent a spec- 
tacular fall. Prednisone proved to be twice as effective as 
orally administered hydrocortisone and three times as effective 
as cortisone. No important physiological modifications were ob- 
served in any patient as a result of treatment. Six complete 
failures occurred in four patients with chronic rheumatismal 
polyarthritis, in One with tendinous synovitis, and in one with 
coxarthrosis. Certain intolerance phenomena were seen despite 
the routine prescription of low-sodium diet and the frequent ad- _ 
junction of nervous sedatives. There were nine cases of various 
kinds of edema, six cases of digestive disturbances, seven of 
nervous disorders, three of muscular cramps, two of skin reac- 
tions, and one of cardiac insufficiency. These occurred especially 
in response to the elevated doses of prednisone (35 to 40 mg.). 
Thus it seems that the new hormone requires the same precau- 
tions as the ones formerly used. 


Hepatic Necrosis and Other Visceral Lesions Associated with 
Phenylbutazone Therapy. J. M. McCarthy and R. T. Jackson. 
Brit. M. J. 2:240-242 (July 23) 1955 [London, England]. 


The patient whose history is reported was a woman, aged 
73, who was first seen on April 30, 1954, when she gave a 
history of mild rheumatic pains of many years’ duration. On 
the previous day she awoke with severe pain and swelling of 
small joints of her right hand. This spread during the day to 
her right wrist and elbow, and on the morning of the 30th 
had started in the left metacarpophalangeal joints. As the 
arthritis was very acute and spreading rapidly she was given 
cortisone acetate orally, starting with a dose of 100 mg. a day; 
this was rapidly increased to 200 mg. with satisfactory results, 
her joints showing improvement. Reducing the dosage was 
followed by a return of the arthritic symptoms. From June 12 
to 16 she was given three 200 mg. phenylbutazone tablets a 
day, a total of 20 tablets. This was to tide her over the symp- 
toms due to the withdrawal of cortisone. She left hospital on 
July 2 on a maintenance daily dose of 50 mg. of cortisone. 
When readmitted on July 24, she stated that she had taken no 
cortisone since July 17, as she had noticed that her ankles and 
feet were swollen. Her joints were again painful and swollen. 
She was given phenylbutazone from Aug. 5 to 15, three 200 
mg. tablets a day; total tablets, 33. On Aug. 15 the phenyl- 
butazone was stopped, as examination revealed impaired 
resonance with weak breath sounds and numerous rales over 
the upper zone of the right lung and signs of an effusion at 
the left base. X-ray examination confirmed the presence of a 
pleural effusion. The woman died on Aug. 23. The histological 
findings at necropsy fell into three main categories: (1) necrotic 
parenchymatous lesions in the liver and kidneys; (2) granu- 
lomas in the epicardium, pericardium, and lungs; and (3) inter- 
stitial myocardial lesions. The hepatic and renal lesions were 
similar to those found in chemical poisoning, and in this 
instance they were almost certainly due to phenylbutazone 
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administration. Necrosis of this degree in both organs has not 
previously been described as caused by phenylbutazone, al- 
though there have been reports of milder hepatic damage in 
Other patients with rheumatoid arthritis receiving phenylbuta- 
zone. Pleural and epicardial granulomas were most probably 
modified rheumatoid nodules. Other pulmonary changes con- 
formed to those found in acute rheumatic disease. The authors 
feel that the myocarditis and the necrosis in the liver, and 
possibly also in the kidney, were related to one another in so 
far as, with the development of the myocarditis, passive con- 
gestion supervened and the anoxia thus induced in the paren- 
chymatous cells of the liver and kidney aided the development 
of necrosis by the toxic action of phenylbutazone. 


Fatal Cases of Bismuth Intoxication. T. L. Sterne, C. Whitaker 
and C. H. Webb. J. Louisiana M. Soc. 107:332-335 (Aug.) 1955 
[New Orleans]. 


Within a two month period four children with acute gingi- 
vostomatitis were admitted to hospitals in Shreveport, La., 
because of complications arising from treatment with a single 
injection of a soluble bismuth compound. All four of these 
children, ranging in age from 13 months to 6 years, died. 
Autopsy was performed in three of the patients. At one time 
it was generally believed that acute gingivostomatitis (“trench- 
mouth”) in children was caused by a fusospirochetal organism. 
Bismuth therapy was introduced on the supposition that it 
would be effective against this organism. Studies of Dodd and 
Buddingh proved, however, that this disease results from 
primary infection with the herpes virus, which is not affected 
by bismuth. The infection is self-limited and the child is 
benefited most by attention to hydration and nutrition. If 
secondary infection with spirochetal organisms or other bacteria 
occurs, penicillin or other antibiotic therapy is far safer and 
probably more effective than bismuth. The administration of 
soluble bismuth involves the danger of toxic effects on kidney 
and liver tissues. Experimental work with rabbits indicated 
that previously damaged kidneys were more susceptible to bis- 
muth injury than normal kidneys. In this connection the 
authors point out that one of their group had noted in 1941 that 
some renal damage is associated with acute gingivostomatitis. 


Megaloblastic Anaemia Due to Phenytoin Sodium. G. M. S. 
Ryan and J. W. B. Forshaw. Brit. M. J. 2:242-243 (July 23) 
1955 |London, England}. 


Ryan and Forshaw observed two patients with a megaloblastic 
anemia and normal gastric acidity who were on diphenyl- 
hydantoin (phenytoin) sodium therapy. Since the possibility that 
phenytoin sodium might produce a megaloblastic anemia had 
been suggested by others, the authors examined the blood of 
102 epileptic patients who had been taking phenytoin sodium 
for several years, and the laboratory records of 140 patients 
with a hemoglobin value below 70% were also surveyed. None 
of the 102 epileptic patients had a megaloblastic anemia, but 
one possible case was discovered from the survey of the records. 
This case and the aforementioned two patients are described. 
The authors feel that, in view of the rarity of this condition 
and the excellent response to treatment, the use of this drug 
is not contraindicated. It is probably wiser, however, to change 
to another anticonvulsant drug in those patients in whom a 
megaloblastic anemia develops. Of the total of 10 patients whose 
cases have been described, 7 were treated initially with vitamin 
B,»., but only 4 showed a good response. On the other hand, 
there was a good response in the two patients treated with folic 
acid initially and in three patients who were given folic acid 
after vitamin B,. had failed. 


Parenteral Chloramphenicol Therapy in Bronchial and Pulmo- 
nary Infections. R. Storti, N. Mocchi and E. Bonvini. Minerva 
med. 46:1745-1749 (June 16) 1955 (In Italian) [Turin, Italy}. 


Chloramphenicol succinate in average daily doses of 2 gm. 
was given intramuscularly to seven patients with pulmonary 
abscess, to four with bronchopneumonia, to one with suppura- 
tive bronchiectasis, to one with typhoid bronchopneumonia asso- 
ciated with secondary empyema, and to one with diffuse 
bronchitis. Some patients received the drug also by the intra- 
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venous and intracavitary routes or in aerosol form. Fever sub- 
sided in the patients with bronchopneumonia in three days and 
in those with pulmonary abscess and suppurative bronchiectasis 
in seven days. The last-named patients continued to receive the 
drug for varying periods, sometimes for as long as 46 days after 
the fever had subsided. Although the good effect of the therapy 
became evident sooner in the patients with bronchopneumonia, 
the best results were obtained in those with pulmonary abscess 
in whom anergy and poor general condition were extremely 
marked before the therapy was started. Chloramphenicol suc- 
cinate had a marked antibiotic activity also in cases that had 
been resistant to other antibiotics. It was especially effective 
when given intravenously. Intolerance, side-effects, or changes 
in the blood picture were not observed. There was a mild and 
transitory leukopenia and anemia induced by the action of the 
drug in three patients during the treatment period. 


PATHOLOGY 


Anatomic Lesions Observed in Infants Dead of Toxicosis. J. 
Chaptal, R. Jean and R. Loubatiéres. Semaine hop. Paris 31: 
2473-2480 (July 10-14) 1955 (In French) [Paris, France]. 


Necropsies were performed in 15 infants dying of toxicosis. 
Three of these died several hours after treatment had been 
initiated and the rest in from two to six days after being hos- 
pitalizeds The deaths all occurred before the authors had found 
what metabolic disturbances are responsible for the complica- 
tions of toxicosis and, therefore, before the period in which 
these patients received the treatment of choice for their disease. 
The lesions found in the different patients resembled each other 
in that they represented the ultimate stages of suffering from a 
common cause. Other authors have insisted on the importance 
of vascular changes in the pathology of toxicosis, but these 
workers found that vascular lesions were neither the most fre- 
quent nor the most severe. The most striking lesions were those 
seen in the most active parenchymal cells. They were often 
associated with an irritative syndrome of the connective and 
reticuloendothelial tissues. These alterations are caused by the 
deranged metabolism of each cell, which is in turn the result of 
the general imbalance of the interior environment characteristic 
of toxicosis. It can therefore be said that there are no specific 
lesions of toxicosis. The changes observed represent nothing 
more than the consequences of prolonged hydrosaline imbalance 
and its effects on general body metabolism. 


INDUSTRIAL MEDICINE 


Solvent Hazards in the Dry-Cleaning Industry. R. G. Bourne. 
M. J. Australia 1:879-881 (June 11) 1955 [Sydney, Australia]. 


There are two hazards associated with the solvents used in 
dry cleaning—contact dermatitis and inhalation effects. Medi- 
cally speaking, the solvents fall into two main classes: 
petroleum derivatives and chlorinated hydrocarbons. The 
petroleum derivatives used include the following: white spirit, 
composed of mixed hydrocarbons—boiling point, 150 to 210 
C; Stoddart’s solvent, composed of mixed hydrocarbons—boil- 
ing point, 300 to 400 C; and cleaners’ naphtha. The maximum 
allowable concentration is 1000 parts per million of air for 
each. White spirit is the dry-cleaning agent most widely used. 
It is superior to the chlorinated hydrocarbons for the follow- 
ing reasons: (1) it vaporizes less readily; (2) it has a lower 
toxicity; and (3) it costs much less. Because of factors (1) and 
(2) and provided reasonable precautions are taken, the likeli- 
hood of systemic effects due to inhalation of vapor is almost 
nil with white spirit. The author had no opportunity of observ- 
ing the chlorinated hydrocarbons in use. The most important 
factor in the prevention of harmful effects from white spirit 
is to avoid contact of the solvent with the operator's skin. The 
author suggests that suitable machinery would not only prevent 
dermatitis but would save time and money. The use of gloves 
involves the disadvantage that they are expensive and cause 
discomfort. Barrier creams are of value. In diagnosing derma- 
titis from dry-cleaning solvents, it should be determined that 
the patient actually handles the solvent, that the lesion has 
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appeared since he handled it, and that the condition is relieved 
when he is away from work. Pustular dermatitis is most com- 
mon. Small pustules are found around the hair follicles of the 
hands and forearms. Vesicles may occur and may become 
purulent. Maceration of the skin is caused by the removal of 
fat by the solvents, followed by secondary infection. Boils and 
carbuncles may develop. Occasionally the skin is fissured as 
well as dry. Total removal from contact with the solvent is 
the only means of complete cure. In spotting, the process by 
which stains are removed, many potentially dangerous volatile 
materials, such as carbon tetrachloride, benzol, and carbon 
bisulfide are used. The damage to liver and kidney caused by 
exposure to chlorinated hydrocarbons is briefly mentioned. 
Total removal from exposure and adequate treatment are 
essential, because such exposure can be fatal. 


Allergic Reactions to Penicillin in Workers in Charge of the 
Antibiotic’s Production. R. Maffei and L. Napolitano. Minerva 
med. 46:1785-1792 (June 20) 1955 (In Italian) [Turin, Italy]. 


Of the 156 workers (127 women) in a penicillin factory who 
came in contact with the finished product, 19 (12.17%) showed 
allergic manifestations. These were definitely the result of 
allergic hypersensitivity to the antibiotic in all except four 
workers with dermatitis who had previously had penicillin 
therapy. The fact that these reactions followed the workers’ 
exposure to the antibiotic was proved by the results of (1) 
the scratch test with powder penicillin diluted in one drop of 
isotonic sodium chloride solution, (2) the intracutaneous test 
with 0.05 cc. of a penicillin solution containing 2,000 units of 
the antibiotic per cubic centimeter, and (3) the patch test with 
a penicillin solution containing 10,000 units of the antibiotic 
per cubic centimeter. Of the three tests, the intracutaneous 
was the most valuable. Asthma was found in 3 workers, 
allergic dermatitis in 14, and Quincke’s angioneurotic edema 
in 2. The three cases of asthma are noteworthy in that they 
point to the possibility of sensitization by inhalation. The 
authors emphasize a grave danger to workers in the penicillin 
industry: it is possible that a sensitization acquired by occupa- 
tional contact may cause, after the eventual administration of 
the antibiotic, a severe reaction of the anaphylactic type. This 
danger is much greater if the person is unaware of the possi- 
bility of having acquired a state of general hypersensitivity and 
the physician relies on the fact that the person never had 
penicillin therapy before. While the age of the workers in this 
series showed no relationship to the allergic manifestations, the 
time of exposure to the antibiotic, which was always of at 
least several months, did. A prophylactic measure of great 
value that should be introduced in penicillin industries is the 
systematic use of skin reaction tests. These will indicate 
whether the worker has already acquired a state of hyper- 
sensitivity, in which case he should be temporarily transferred 
to another department to avoid the eventual onset of allergic 
manifestations. The worker will also be made aware of the 
possible risks that the eventual administration of penicillin 
by the parenteral or any other route may involve. The authors 
suggest that the administration of antihistamines may be useful 
before penicillin is given to workers who have shown allergic 
reactions or whose skin reaction to the antibiotic is positive. 
The use of protective creams, rather than rubber gloves, for 
the hands is also suggested. A specific desensitizing therapy, 
especially in patients with chronic urticaria, bronchial asthma, 
and dermatitis, can be efficacious. When an immediate result is 
desired, corticotropin and cortisone may be administered first, 
and the desensitizing treatment later. 


RADIOLOGY 


Mucous Colon. M. H. Poppel. H. Adler, H. G. Jacobson and 
others. Radiology 65:50-56 (July) 1955 [Syracuse, N. Y.]. 


The syndrome of mucous colon, which consists essentially of 
diarrhea of varying degree with the passage of mucus, has 
many synonyms, such as mucous colitis, irritable colon, spastic 
colon, mucocatarrhal colitis, and chronic catarrhal colitis. The 
term mucous colon is used to provide a clear distinction between 
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this syndrome and any form of actual inflammation, such as 
ulcerative colitis to which it bears no relation. Abdominal pain, 
occasional vomiting, fulness, and belching are often associated 
with the diarrhea, and other signs and symptoms, such as chest 
pain, palpitations, sweating, dizziness, headache, and tremor, may 
also be present. The physical findings may consist of tender- 
ness in the region of the descending colon and a firm, palp- 
able, tube-like descending colonic segment in a thin patient. 
The general condition is good. Most of the patients appar- 
ently have a labile autonomic nervous system with concomit- 
ant cardiovascular instability, and the present-day tendency 
is to regard the syndrome of mucous colon as a somatic response 
to nervous tensions, e. g., fear, anxiety, and resentment. The 
roentgenologist is in a position to establish the diagnosis of 
mucous colon if he is properly aware of its clinical and radio- 
logical features. Roentgenologic examination shows no ab- 
normal structural changes, but functional abnormalities are 
sometimes found. These abnormalities, which may be the re- 
sult of the peculiar mucoid material in the colon, spasticity, 
or peristaltic effect, may also be seen when barium is admin- 
istered orally. The mucus content of the colon is manifested by 
radiolucent defects in the barium column, and postevacuation 
films may show thickened mucosa with distorted folds. Ulcera- 
tive colitis has not developed in any of the 17 patients in whom 
a diagnosis of mucous colon was established by the authors, 
although they have been followed for periods of as much as 
eight years. 


Gastric Adenomyosis vs. Aberrant Pancreas. C. V. Cimmino. 
Radiology 65:73-77 (July) 1955 [Syracuse, N. Y.]. 


Gastric adenomyosis, or adenomyoma, consists of a nodule, 
usually within 5 or 6 cm. of the pyloric ring, the thickening being 
palpable from the exterior of the stomach, with bulging of the 
peritoneal surface and with intact overlying mucosa. The small 
mass is found on gross section to protrude into the lumen of the 
stomach, and the lesion is seen to be mainly submucosal, al- 
though the entire wall may be involved. Pinpoint cystic cavities 
may be seen. The glandular structures may be differentiated 
from the muscular component by their lobulation and yellowish 
color. The naming of the microscopic stages, which range from 
those with undifferentiated columnar epithelial structures, ex- 
clusively, through those with good amounts of both undiffer- 
entiated and differentiated acinar tissue to those with a cellular 
pattern indistinguishable from normal pancreas, the so-called 
aberrant pancreas, or even normal entopic Brunner’s glands, has 
occasioned some confusion in the past. Stages in which the 
epithelial components consist almost exclusively of undifferen- 
tiated acinar tissue have, with some variations, been called 
adenomyosis; those in which there was differentiated tissue com- 
prising pancreas alone have been designated aberrant pancreas; 
and those in which Brunner’s glands are the sole element are 
known as heterotopic Brunner’s glands. The term adenomyosis, 
though variously used, has apparently never been applied to the 
Stage designated as aberrant pancreas. Study of a patient in 
whom a growth diagnosed radiologically before operation as 
aberrant pancreas in the stomach proved on pathological ex- 
amination to be adenomyosis suggests that the specific term 
aberrant pancreas should be abandoned by radiologists in favor 
of the generic term adenomyosis. The fact that no significant 
clinical or radiological differences could be found in this case— 
the only one of its kind recorded—by which the tumor could be 
distinguished preoperatively from typical aberrant pancreas 
makes it seem advisable to leave the diagnosis of the specific 
differentiation to the pathologist. Increasing familiarity on the 
part of radiologists with the generic concept of adenomyosis in 
the stomach (and elsewhere in the digestive tract) and the con- 
fidence with which they present their diagnosis will prevent 
many unnecessary gastrectomies. 


Gastroduodenal Intussusception. H. Mauthe and G. Zwicky. 
Radiology 65:86-89 (July) 1955 [Syracuse, N. Y.]. 


Gastroduodenal intussusception appears in roentgenograms as 
a large, well-circumscribed filling defect in the duodenum sur- 
rounded by streaks of contrast material trapped in the folds of 
the duodenal mucosa. These streaks tend to arrange themselves 
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in a circular or bed-spring pattern almost identical with that 
seen in the case of an ileocecal intussusception. A large polypoid 
lesion originating in the duodenum may also produce a similar 
appearance, but the shortening and distortion of the distal end 
of the stomach that accompanies gastroduodenal intussusception 
makes it possible to differentiate between these two conditions. 
Ileocecal and gastroduodenal intussusceptions in adults appar- 
ently occur when a neoplasm on the wall of the stomach or 
bowel drags the wall with it as it is propelled forward by 
peristaltic action. Very few cases of gastroduodenal intus- 
susception have been reported and in only four, including two 
seen by the authors within a period of four months, was the 
condition diagnosed before operation. The intussusception, di- 
agnosed by roentgen examination in each of the authors’ cases, 
was found at operation to have been caused in one by a gastric 
lipoma and in the other by a polypoid adenocarcinoma. The 
fact that gastric lipomas are rare, only 103 having been found 
by Palmer when he reviewed the literature in 1951, gives a spe- 
cial interest to the first of these two cases. 


PHYSIOLOGY 


The Physiologic Closure of the Ductus Arteriosus in the New- 
born Infant. F. L. Eldridge and H. N. Hultgren. J. Clin. Invest. 
34:987-996 (July) 1955 |New York|. 


The exact time of functional closure of the ductus arteriosus 
in the newborn human infant is still unsettled, but there is 
evidence that, at least in some infants, the ductus may be patent 
during the first few hours of life and that it may be the site of 
a venoarterial shunt of considerable magnitude. The present 
study was stimulated by the observation that infants in the neo- 
natal period occasionally show cyanosis of the lower part of 
the body but not of the upper portion. Regional cyanosis of 
this type has been observed in older children and adults who 
have a patent ductus arteriosus with pulmonary hypertension 
and a venoarterial or reversed shunt through the ductus. Owing 
to this shunt of venous blood through the ductus to the de- 
scending aorta, the arterial oxygen saturation is lower in the 
feet than in the hands. The authors believed that, if a similar 
shunt were present in the newborn infant, it would continue 
as long as the ductus remained patent and the pressure in the 
pulmonary artery exceeded that in the aorta. The authors de- 
termined the oxygen saturations of blood samples obtained from 
the hand and foot of 60 infants from 40 minutes to 11 months 
after birth. It was found that, in a majority of infants under 
3 hours of age, and in many infants under 3 days of age, the 
foot saturations were significantly lower than hand saturations. 
Hypoxia increased or reestablished the hand-foot oxygen 
saturation difference in infants up to 15 hours of age who had 
minimal initial hand-foot differences. The following implications 
have been drawn from these studies. 1. The ductus arteriosus 
may be open in the newborn human infant. 2. Under these 
circumstances it is the site of a venoarterial shunt of consid- 
erable magnitude that persists in a significant number of infants 
up to 72 hours of life. 3. A high pulmonary artery pressure 
is present at birth and persists as long as the venoarterial ductal 
shunt exists. 4. The cessation of the venoarterial ductal shunt 
is probably due to a fall in pulmonary artery pressure below 
the pressure in the aorta, rather than to an actual closure of 
the ductus. 5. Studies of blood gases in newborn infants in 
which heel blood has been used are not representative of true 
arterial blood, since an admixture of venous blood from the 
ductus may be present. 6. Heart murmurs are rarely heard in 
the newborn infant, in spite of the early physiological patency 
of the ductus arteriosus. 


‘Smears from the Oral Mucosa in the Detection of Chromosomal 
Sex. K. L. Moore and M. L. Barr. Lancet 2:57-58 (July 9) 
1955 |London, England}. 


The skin biopsy test of chromosomal sex is being used with 
increasing frequency as an aid to differential diagnosis in errors 
of sex development, such as hermaphroditism and gonadal 
dysgenesis. In the experience of Moore and Barr it is reliable 
only if the sections are of good technical quality. Difficulty is 
sometimes encountered in obtaining sections that display fine 
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nuclear detail. The authors investigated smears from the oral 
mucosa in the hope of simplifying the cytological detection of 
chromosomal sex. In 140 subjects (81 males and 59 females) 
the mucosa of the cheek was rubbed firmly with the edge of a 
wooden tongue depressor. The material obtained was smeared 
gently on microscopic slides that had been coated with a thin 
film of Mayer's egg albumin. Thirteen of the smears were from 
infants aged 2 to 7 days; the ages of the other subjects ranged 
from 2 months to 62 years. The Ayre spatula was a useful sub- 
stitute for a tongue depressor when dealing with infants. The 
slides were immersed immediately in Papanicolaou’s fixative 
(equal parts 95% ethyl alcohol and ether). Drying of the smear 
was avoided. The period of fixation was not critical; times of 
from 2 to 24 hours were satisfactory. The fixed smears were 
passed through 70% alcohol, 50% alcohol, and distilled water, 
5 minutes in each, with two changes of distilled water. The fol- 
lowing staining procedure resulted in good nuclear detail: (1) 
staining in a 1% solution of cresyl echt violet (Coleman and 
Bell) for 5 minutes; (2) differentiation in 95% alcohol (two 
changes) for about 5 minutes; (3) further differentiation in abso- 
lute alcohol, checking at intervals with the microscope until the 
details of cell structure were sharply defined; (4) clearing in 
xylene (two changes); and (5) mounting in picolyte or neutral 
balsam. Some smears were stained by the Feulgen method for 
desoxyribose nucleic acid. The characteristic female sex chroma- 
tin was clearly visible in the epithelial cell nuclei of females, 
while a similar chromatin mass was not seen in the cells of 
males. The authors believe that, with reasonable care, chromo- 
somal sex can be diagnosed from smears of oral mucosa with 
very little chance of error. The preparation of mucosal smears 
has the advantage of simplicity over skin biopsies. 


Distribution and Absorption of Tobacco Tar in the Organs of 
the Respiratory Tract. P. Ermala and L. R. Holsti. Cancer 
8:673-678 (July-Aug.) 1955 |Philadelphia]. 


The localization, concentration, and duration of action of 
chemical carcinogens are decisively influenced by their distri- 
bution and rate of absorption in the body. Study of the distri- 
bution and rate of absorption of tobacco tar in the respiratory 
tract of experimental animals by the fluorescence-microscope 
method and in a full-scale plaster model of the human organs 
showed a striking correlation between the clinical incidence of 
cancer and the localization of the tar. The heaviest localization, 
as shown on the model, generally occurred at the sites first 
reached by the smoke in its most concentrated form,.such as 
the lips, the mobile portion of the tongue, and the mucosa of 
the cheeks between the rows of teeth. Localization farther down 
in the respiratory tract was heaviest in the narrow portions 
where the smoke stream strikes the walls of the organs, as at 
the tonsillar region, the vocal cords, and the tracheal and 
bronchial bifurcations. The hard palate and the trachea, on the 
other hand, show only very small amounts. Changes in the di- 
rection of the smoke stream produced by gyratory motions in 
the buccal cavity also keep it from bearing directly on the dorsal 
wall of the pharynx and settling there. Qualitative as well as 
quantitative differences related to the type of smoking (pipe, 
cigarette) were found in the tar localized in these various re- 
gions. Contact between the tar and the tissues, however, is only 
the starting point for the absorptive process, i. e., the penetra- 
tion of the tar into the cells and tissues, which is due not so 
much to the amount of tar on the tissue surface as to the absorp- 
tive properties of the tissue itself. The absorption studies made 
on animals showed that the localization of the action of tobacco 
tar corresponds to the passive distribution observed in the plaster 
model with the exception of tissues containing submucous fat. 
These are the tissues that are capable of storing the carcinogenic 
agent and thus enabling it to exert the long and intensive local 
action necessary for cancer production. The correlation between 
the clinical incidence of cancer and the localization of the effect 
of tobacco tar revealed by these studies furnishes additional, 
though not conclusive, support for the theory that tobacco has 
some significance as a carcinogenic agent. The specific share of 
the chemical carcinogen cannot be distinguished from that of 
the chronic irritation of tobacco smoking, however, because 
they both become effective at the same sites. 
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BOOK REVIEWS 


Symposium on Atherosclerosis. Held under auspices of Division of 
Medical Sciences, National Academy of Sciences, National Research 
Council, at request of Human Factors Division, Air Force Directorate of 
Research and Development, 22-23 March, 1954. Publication 338. Cloth. 
$2. Pp. 249, with illustrations. National Academy of Sciences—National 
Research Council, 2101 Constitution Ave., Washington 25, D. C., 1954. 


This volume grew out of the interest of the Human Factors 
Division in the problem of cardiovascular disease as a factor 
limiting the length of service of flying personnel. As originally 
planned, the conference was to have dealt only with lipo- 
proteins, but as finally constituted, the symposium extended well 
beyond this field and even considered problems other than 
atherogenesis. The 23 papers presented are given in extenso and 
are adequately illustrated. An exceptionally wide range of dis- 
ciplines is represented. The papers are divided into five groups, 
and the contents of each group have been summarized by a 
group chairman. There is also a brief report of the discussion 
that followed each paper. The first part presents anatomic and 
pathological studies bearing on the pathogenesis of athero- 
sclerosis, with extensive discussion of the reaction of the vessel 
wall to various types of injury. The contribution of the electron 
microscope to studies in this field was dealt with. Finally, a 
large part of the discussion covered the biochemical approach 
to the problem with special reference to lipid and lipoprotein 
metabolism. The caliber of the various presentations varies, but 
the symposium as a whole is excellent, bringing together as it 
does up-to-date views on the various aspects of atherogenesis. 

A critical reader inevitably uncovers certain inconsistencies 
and defects, to which reference might be made. In Winternitz’s 
discussion of the blood supply of the vessel wall (page 15), he 
states that, because cholesterol is synthesized by the organism, 
the problem of “the relationship of cholesterolemia to diet . 
has become less pressing.”” Few would agree with this statement. 
Hass, writing on vascular structure, states (page 30) “deposits 
of lipids . . . appear at about ten years of age in the intima 
of the human aorta. . . .” Surely, much earlier deposits have 
been demonstrated. Indeed, on page 34, Duff refers to the work 
of Fangman and Hellwig, who found lipid deposits in the 
coronary intimal cushions of newborn infants. Hass’s statement 
(page 31) that “the amount of lipoprotein found was not related 
quantitatively to the level of plasma cholesterol” is not backed 
by references. Since essentially all plasma cholesterol exists as 
lipoprotein complexes, it is difficult to see the justification for 
this view. Dr. Albert Lansing’s paper was marred by a deficient 
system of references. His reference to Chaikoff and Entenmaa 
(page 59), who, he states, “observed the existence of an anti- 
fatty liver factor which is protease free and is present in the 
pancreas” might be challenged. It is well known that choline is 
present in the pancreas and that methionine present in pancreatic 
protein exerts a lipotropic action. Chaikoff and Entenman are 
best known for their demonstration that the so-called lipocaic 
prepared from pancreas is lipotropic because of its proteolytic 
activity. Although Mann and Stare present a stimulating paper 
on nutrition and atherosclerosis, strong exception must be taken 
to their statement (page 172) that “it is difficult to see why 
the myth persists that vegetable fat behaves differently in the 
diet than does animal fat with respect to cholesterol metabolism. 
There is no good evidence to support this belief.” This state- 
ment was as incorrect in March, 1954, as it is today. 

This volume is an important addition to the literature in this 
broad and controversial field and can be recommended as 
essential reading to every serious student of this subject. 


Autoradiography in Biology and Medicine. By George A. Boyd, Direc- 
tor, Arizona Research Laboratories, Phoenix. Cloth. $8.80. Pp. 399, with 
98 illustrations. Academic Press, Inc., 125 E. 23rd St., New York 10, 1955. 


Autoradiography is a production of an image on a photo- 
graphic plate or film by radioactive radiation. The author has 
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prepared a well-organized book that can be easily understood 
by the nonexpert in the field. Several techniques for producing 
various types of audiograms are discussed in detail. The biblio- 
graphic material consists of: (1) a bibliography covering most 
of the literature through 1953, (2) an author index, and (3) a 
classified subject index. The last designation will be of special 
interest to those interested in applying these techniques to specific 
branches of research, such as tissue, cancer, and bone and teeth 
studies and embryology. Methods for preparing nonflat surfaces, 
fluids, histological sections, cells, dust, and other microscopic 
particles are outlined. This authoritative book, containing a 
generous number of well-chosen illustrations, should be of in- 
terest to research workers in biology and medicine. 


Breast Cancer and Its Diagnosis and Treatment. By Edward F. Lewison, 
B.S., M.D., F.A.C.S., Professor of Surgery, Johns Hopkins University 
School of Medicine, Baltimore. Cloth. $15. Pp. 478, with 181 illustrations. 
The Williams & Wilkins Company, Mt. Royal and Guilford Aves.,. 
Baltimore 2, 1955. 


This is a comprehensive and well-written book that brings 
all aspects of cancer of the breast to the reader in a readable 
fashion. The anatomy, physiology, pathology, and experimental 
work are fully discussed. Major emphasis is placed on diagnosis, 
treatment, and prognosis. Reasonable criteria of operability are 
outlined. The author believes that the meticulous standard radi- 
cal mastectomy provides the best prospect for permanent or pro- 
tracted freedom from demonstrable disease in operable cases. 
The McWhirter plan of treatment, extended radical mastectomy, 
radiotherapy, and palliative hormone therapy are all presented 
with thoroughness and balanced judgment. The responsibilities 
of the surgeon, the psychological impact of cancer of the breast 
on the patient, and the important factors of after-care, including 
physical and psychological rehabilitation, are discussed with 
understanding. The contributors were chosen with care, and the 
sections written by them are excellent. The bibliographies are 
extensive and up-to-date, including some 1955 references. The 
illustrations are of good quality, and the statistical tables are 
clear and well designed. The book has value as a reference work 
for the undergraduate and the young physician. Its complete- 
ness and readability make it a contribution of importance to 
those experienced and well informed in the field of breast cancer. 
It should be a valuable addition to any private or institutional 
library. 


Good Health for You, Your Family, and Your Community. By Nelson 
S. Walke, Ph.D., Professor and Chairman, Department of Health and 
Physical Education, Brooklyn College, New York, Nathan Doscher, LL.B., 
Ph.D., Assistant Professor, Department of Health and Physical Education, 
Brooklyn College, and Glenna Garratt Caddy, M.D., Supervising Psychi- 
atrist, Brooklyn State Hospital, Brooklyn, N. Y. McGraw-Hill Series in 
Health Education, Physical Education, and Recreation. Clifford Lee 
Brownell, consulting editor. Cloth. $4.75. Pp. 415, with 48 illustrations. 
McGraw-Hill Book Company, Inc., 330 W. 42nd St., New York 36; 95 
Farringdon St., London, E.C.4, England, 1955. 


In a well-organized approach that emphasizes the varied 
factors Operating to produce total health in the individual, the 
authors have done a good job of orientation for the coilege stu- 
dent reader. Logically, the volume begins by considering family 
life and health, goes next into community health, and ends with 
attention to personal health. The longest of the three sections 
is On community health, and this also is a logical procedure 
because of the great importance this phase of living has assumed. 
Control and prevention of communicable diseases are exten- 
sively described, and there are discussions of mental health prob- 
lems, control of foods, drugs, and cosmetics, housing, accident 
prevention, first-aid and disaster measures, and school health. 
Because basic health aspects are considered in the first part, 
the part on personal health is pinpointed on special aspects, in- 
cluding weight control, vision and hearing, data on narcotics 
and stimulants (a part that is especially well done), personal 
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appearance, and rest and recreation. General health and medi- 
cal care, dental health, diet, the effects of heredity, and prepa- 
ration for family life are the main topics in part 1. 

This volume presents a good roundup of available material 
in a frank, readable style. At the end of each chapter, problems 
based on material that has been presented are listed. In addi- 
tion, each chapter has a bibliography under the unusual title 
of “interesting reading.” The printing is clear, and a fine quality 
of paper is used. Numerous illustrations add to the attractive- 
ness of the book, which can be highly recommended. 


Elsevier's Encyclopaedia of Organic Chemistry. Founded by (the late) 
E. Josephy and F. Radt. Editor in Chief: Dr. F. Radt. Series HII: Car- 
boisocyclic Condensed Compounds. Volume 14-supplement: Nor-Steroids. 
Steroids: Hydrocarbons, Halogen, Nitrogen, and Unsubstituted Mono- 
hydroxyl Compounds. Edited by A. Georg, with assistance of M. Georg- 
Plant. Cloth. $36 for set subscribers; $42 for subscribers to Series III; 
$48 per single copy. Pp. 1347s-1867s. Elsevier Press, Inc., 402 Lovett 
Bivd., Houston 6; 155 E. 82nd St., New York 28; 118 Spuistraat, Amster- 
dam C, Netherlands; for British Commonwealth, except Canada: Cleaver- 
Hume Press Ltd., 31 Wright’s Lane, Kensington, London, W. 8, England, 
1954. 


This volume includes the nor-steroids, steroid hydrocarbons, 
and their halogen, nitrogen, and monohydroxyl derivatives as 
well aS closely related degradation products. The structurai 
formula, properties, methods of formation, and reactions of each 
substance are described. Such compounds as pregnenol, andro- 
stenol, 7-dehydrocholesterol, cholesterol, ergosterol, stigma- 
sterol, and sitosterol, as well as their parent hydrocarbons and 
derivatives, are included. Literature has been consulted up to 
1954 on the structure and configuration of the compounds. 


Management of Disorders of the Autonomic Nervous System. By Louis 
T. Palumbo, M.D., Chief, Surgical Service, Veterans Administration 
Hospital, Des Moines, lowa. Cloth. $5. Pp. 186, with 23 illustrations. The 
Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 1955. 


This small book attempts a simplified coverage of the auto- 
nomic nervous system. The first three chapters deal with anat- 
omy, physiology, and pharmacology; the fourth describes 
tests and changes following surgery; and the last six chapters 
discuss diseases in various regions of the body. The illustrations 
are simplified schematic drawings showing areas of denervation. 
All topics are treated briefly giving conventional opinions sup- 
ported by several references. The manual should aid the medical 
student entering into the clinical subjects. It should also aid the 
physician who is not familiar with the basic principles of dis- 
orders and diseases of the autonomic nervous system. It does 
not develop its topics sufficiently to afford a good source for 
knowledge concerning therapy or for reference material. 


Transplantation of Tissues: Cartilage, Bone, Fascia, Tendon, and Mus- 
cle. Volume I. By Lyndon A. Peer, M.D., Clinical and Research Director, 
Rehabilitation Center for Plastic and Reconstructive Surgery, St. Barnabas 
Hospital, Newark, N. J. Cloth. $13.50. Pp. 421, with 163 illustrations. 
The Williams and Wilkins Co., Mt. Royal and Guilford Aves., Baltimore 
2, 1955. 


In the past quarter century there have been such rapid and 
changing strides regarding the transplantation of tissue that it 
has been imperative that someone gather this experimental and 
clinical material together. The author, a scientific investigator 
and surgeon, has done just that and has competently evaluated 
what has been put forth. This volume is written for the physi- 
cian, surgeon, and medical student. It tells what happens to 
autogenous, homogenous, and heterogenous tissues when they 
are transplanted into human beings and other animals. An in- 
troductory part of the book reviews the human tissue cell, its 
behavior, and how it is affected by transplantation. Subsequent 
chapters treat each tissue separately as to its histological change, 
the basic experimental value, and clinical application in the 
treatment of specific conditions. The book becomes repetitious 
in parts, and the author has a tendency to insert many of his 
own pet clinical usages of various transplants. These are only 
minor discrepancies in an excellently arranged textbook that 
contains simple instructive illustrations, descriptive photomicro- 
graphs, a subject and author index, and an exhaustive bibli- 
Ography. 
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Experimental Design and Its Statistical Basis. By D. J. Finney, M.A., 
Sc.D., F.R.S. The Scientist's Library: Biology and Medicine, edited by 
Peter P. H. De Bruyn, M.D. Cloth. $4.50. Pp. 169. University of Chicago 
Press, 5750 Ellis Ave., Chicago 37; Cambridge University Press, Bentley 
House, 200 Euston Rd., London, N.W.1, England; University of Toronto 
Press, Toronto 5, Canada, 1955. 


This book offers chapters on randomized blocks and Latin 
squares, incomplete block designs, factorial experiments, sequen- 
tial experiments, biological assays, and the selection of a design. 
The reader is assumed to be adept at handling point binomials, 
to understand the analysis of variance, to be reading the book 
consecutively rather than as a reference, and to have at hand 
a library of tables and the introductory textbooks listed in the 
bibliography. This last requirement results from the fact that 
the author sometimes devotes several pages to a subject like 
contravariance without supplying either a usable definition or 
an adequate example. The author deprecates (page 3) the ten- 
dency of biologists to “select textbooks of statistical methods 
almost entirely by the criterion of easiness to read.” He makes 
this one harder by omitting conjunctions that might help the 
reader to discern the relation between ideas and by using ellipti- 
cal phrases like “number of treatments” when he really means 
“number of kinds of treatments.” The book can be recom- 
mended to advanced students of biometry. 


Control of Communicable Diseases in Man. Official report of American 
Public Health Association. Eighth edition. Paper. Pp. 219. American 
Public Health Association, 1790 Broadway, New York 19; United States 
Department of Health, Education, and Welfare, Public Health Service, 
Washington, D. C., 1955. 


This booklet has passed through sufficient editions to insure 
its usefulness and reliability. The contents are arranged in alpha- 
betical order so that one may, even without referring to the 
table of contents, look for ascariasis, blastomycosis, diphtheria, 
or any other disease that is described. Each disease is taken up 
under identification, etiological agent, source and reservoir of 
infection, mode of transmission, incubation period, period of 
communicability, susceptibility and resistance, occurrence, and 
methods of control. This is a practical and handy little volume 
that should be found useful by nearly all practitioners, public 
health workers, and others who are interested in the control of 
communicable diseases in man. 


Diseases of the Ear, Nose and Throat. By William Wallace Morrison, 
M.D., Professor of Otolaryngology and Director of Department, New 
York Polyclinic Postgraduate Medical School and Hospital, New York. 
Foreword by Arthur W. Proetz. Second edition. Cloth. $10. Pp. 756, with 
359 illustrations. Appleton-Century-Crofts, Inc., 35 West 32nd St., New 
York 1, 1955. 


Like its predecessor, the second edition of this book is directed 
at undergraduate medical students and general practitioners. It 
stresses the practical rather than the theoretical and deals 
primarily with common ear, nose, and throat conditions, touch- 
ing briefly on rare diseases. The field is competently covered 
from the points of view of anatomy, physiology, pathology, 
diagnosis, differential diagnosis, and therapeutics. The illustra- 
tions are drawn by the author, who has had many years of ex- 
perience with chalk drawings to illustrate lectures for students. 


Medical and Public Health Laboratory Methods. Edited by James 
Stevens Simmons, S.B., M.D., Ph.D. and Cleon J. Gentzkow, M.D., Ph.D., 
Bureau of Laboratories, Department of Heaith, Commonwealth of Penn- 
sylvania. Successor to fifth edition of Laboratory Methods of the United 
States Army. [Sixth edition.] Cloth. $18.50. Pp. 1191, with 124 illustra- 
tions. Lea & Febiger, 600 S. Washington Sq., Philadelphia 6, 1955. 


This book is a successor to the fifth edition of Laboratory 
Methods of the United States Army. There are many contribu- 
tors, the coverage is extensive, and for the purposes intended 
it is complete. It is easy to read and adequately illustrated and 
has sufficient data that can be applied to practical problems. 
The book is assured of continued acceptance by those familiar 
with its predecessors. It is a handy reference book that is suffi- 
ciently comprehensive for practitioner and student, and it lends 
itself well to everyday desk use and to integration with other 
volumes containing more detailed descriptions that are more 
specialized in approach. 
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QUERIES AND MINOR NOTES 


PROLONGED ANTICOAGULANT THERAPY 

To THE Epitor:—A 37-year-old man recently suffered an acute 
posterior myocardial infarction. He is not obese, has no hyper- 
tension, and has no diabetes mellitus. He had been in excellent 
health until struck suddenly by his infarction. What is your 
opinion as to the advisability of keeping him indefinitely on 
anticoagulant therapy? M.D.., Arizona. 


ANSWER.—The question of whether the patient above de- 
scribed should be kept indefinitely on anticoagulant therapy 
cannot at present be conclusively answered. Patients may have 
one myocardial infarction and live for 20 years or more with- 
out a second one. It would seem in such cases that prolonged 
anticoagulant therapy would represent a large and unjustified 
investment in time, money, and care. However, this is not the 
usual story, and most patients who have one myocardial infarc- 
tion suffer a series of subsequent thromboembolic episodes, some 
of which may be myocardial infarctions and others involve the 
peripheral arteries of the brain, the extremities, the kidneys, 
and other parts of the body. Evidence is accumulating that sug- 
gests that patients remaining on long-term anticoagulant therapy 
after their first or after subsequent myocardial infarctions have 
a definitely better prognosis in terms of future thromboembolic 
complications than patients who are not kept on this therapy. 
The present patient seems to be suitable for this approach, 
especially in that he does not have hypertension. The family 
history in this patient might be important. If numerous mem- 
bers of his family have suffered thromboembolic conditions, 
this would favor the use of long-term therapy, especially in view 
of his youth. The geographical and economic factors are also of 
importance. If good anticoagulant therapy is easily available to 
the patient and if he can afford it, such care is probably justified 
in the light of the present knowledge. Certainly if he should 
suffer a second thromboembolic episode this would be indicated, 
if at all possible. The risk of waiting for the second episode to 
occur is, of course, a considerable one since it might be fatal 
or produce permanent disability. 


VITAMINS AND IRON FOR ATHLETES 

To THE Epitor:—I/ am the athletic physician of a university 
and have been interested in the nutrition of athletes. It has 
been customary here to give daily to each football player a 
combination of vitamins and iron such as perihemin. In my 
opinion, this is an unnecessary expenditure of money and of 
little value as these athletes get an abundance of food and 
a well-balanced menu. M.D., Florida. 


ANSWER.—The Joint Committee on Health Problems in 
Education of the National Education Association and the 
American Medical Association, in March, 1955, expressed its 
opinion on the mass administration of vitamins to athletes and 
other related practices. Its resolution states, “In 1953 the Joint 
Committee on Health Problems in Education, with reference to 
the influence of oxygen administration to athletes, concluded 
that ‘valid scientific evidence in support of the value of oxygen 
in athletic competition is lacking.” The committee was of the 
opinion then, and continues to feel, that the anticipation of help 
from oxygen might encourage the athlete ‘to exert himself 
beyond the limits he has learned to expect from instinct and 
experience, and, therefore, recommended ‘that the use of 
oxygen for such purposes be disapproved.’ Instances similar in 
nature have been reported involving the administration of drugs 
to stimulate athletes to greater activity or to narcotize an injured 
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part for purposes of continuing play. These practices, along with 
mass medicine such as the administration of vitamins and other 
products, in the opinion of the committee, constitute poor medi- 
cine and worse education. They likewise represent an unfortunate 
ethical practice. The committee, therefore, believes that such 
practices should be disapproved.” 


VACCINATION AGAINST POLIOMYELITIS 


To THE Epitor:—/n a query in THE JouRNAL, June 18, 1955, 
page 619, about postponing mass vaccination against polio- 
myelitis until next winter, the consultant said: “There are 
many reasons why vaccination might better be done in the 
winter rather than in the poliomyelitis season.” Please discuss 


this question. M.D., New York. 


ANSWER.—The reasons why vaccination might better be done 
in the winter rather than in the poliomyelitis season are basically 
those that would seek to avoid any complication arising from 
injections made in an area while poliomyelitis is prevalent. 
Among them are given a few. 1. A variety of injections, espe- 
cially those made by the intramuscular route, appear to induce 
paralytic poliomyelitis in persons who otherwise escape without 
distinct paralysis. This apparently is most likely to occur in 
children during presumed viremic stage of infection with a 
result that there is a localization of paralysis in the area of 
injection. 2. Since the purpose is to achieve as high a degree 
of resistance as possible from vaccination in advance of ex- 
posure to poliomyelitis, it is evident that in order to obtain 
the preventive effect, vaccination should be done before the 
period of exposure. Hence, the period of vaccination can be 
prolonged if begun in the winter, and a higher degree of re- 
sistance can be effected by summer. 3. Enhanced resistance 
established in the winter could be further boosted by natural 
exposure in the summer. 


ANGIONEUROTIC EDEMA 
To THE Epitor:—May I have the latest treatment for angio- 
neurotic edema? F. §. Marnell, M.D., San Diego, Calif. 


ANSWER.—There is nothing new in the treatment of angio- 
neurotic edema. Simple palliative treatment consists of the use 
of antihistamines. In some cases ephedrine may be additionally 
helpful. In acute cases, or in edema of the larynx, epinephrine 
intramuscularly may be advisable. Cortisone, hydrocortisone, 
meticorten, or corticotropin (ACTH) may be advisable in ob- 
stinate cases. However, these drugs require several hours to a 
couple of days to produce effect. In some instances the use of 
nonspecific therapy may be helpful. Of course, the possibility of 
an allergy to a drug or food should be investigated. 


PSORIASIS 


To THE Epitor:—What does chemical analysis of the scales 
of psoriasis reveal? Is there any evidence suggesting that 
psoriasis may be a metabolic disorder or that it may be re- 


lated to a lipodystrophy? M.D., Pennsylvania. 


ANSWER.—In Rothman’s new book, “Physiology and Bio- 
chemistry of the Skin,” University of Chicago Press, 1954, it is 
said that normal stratum corneum cells contain high levels of 
cystine: psoriatic scales contain less cystine but more cysteine 
and methionine (S-H groups). In psoriasis the normal ratio in 
the skin of the amino acids histidine, lysine, and arginine, 1:6:7, 
is converted to 1:6:15 with the relative amount of arginine more 
than doubled. Ash content is increased in psoriasis as in all 
inflamed skin; the water content and chloride values are in- 
creased, and the potassium values are almost doubled. More 
carbon dioxide is delivered through psoriatic skin than through 
normal skin. As evidence of a metabolic factor in psoriasis are 
the following conditions: a deficiency perhaps in the phos- 
phorylation of glucose content of the uninvolved skin of psori- 
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atics, reports of increased levels of plasma lipids in some patients 
with psoriasis, a reduction of alpha, lipoproteins, and an increase 
in beta lipoproteins in several patients with psoriasis as deter- 
mined by paper electrophoresis of plasma. 


SEVERAL DRUGS GIVEN SIMULTANEOUSLY 
To THE Eptror:—I/t is common hospital practice to administer 
several drugs of different actions simultaneously. Does inter- 
action among these different drugs occur in the stomach con- 
tents so as to alter the physiological and pharmacological 
properties of these drugs? 
Aaron M. Lefkovits, M.D., Memphis, Tenn. 


ANSWER.—This is a difficult question to answer since no defi- 
nite chemical or biological types of drugs, or even groups of 
agents are given. Therefore, on purely theoretical grounds, one 
would expect the following agents with different actions to be 
altered to such an extent that their “usual” pharmacological level 
of activity could not be anticipated, viz: hydrochloric acid and 
the antacids; penicillin and oxidizing agents; tannic acid and salts 
of heavy metals; alkaloids and salts of heavy metals, as well as 
halides, carbonates, hydroxides, salicylates, benzoates, and bor- 
ates: glycosides are incompatible with alkalis, mineral acids, and 
enzymes; ferric and ferrous salts are incompatible with tannic 
or gallic acids; fixed oils form soaps with hydroxides; and resins 
are precipitated from alcoholic solutions. It is recommended that 
the following substances be prescribed alone: strong mineral acids 
and alkalis, alkaloids, arsenic, iodides, iron, mercury and silver 
salts, methenamine, salicylates, and tannic acid. 

REFERENCE 

Goodman, L. S., and Gilman, A.: Pharmacological Basis of Thera- 
peutics: A Textbook of Pharmacology, Toxicology, and Therapeutics for 
Physicians and Medical Students, ed. 2, New York, the Macmillan Com- 
pany, 1955, pp. 1774-1775. 


HYPERTENSION 


To tHe Epiror:—/ have heen using rather conservative doses 
of antihypertensive drugs in the treatment of hypertension. 
1 am under the impression that there has been an increased 
incidence of coronary insufficiency in my patients. Are there 
any controlled studies bearing on this subject? 
M.D., Pennsylvania. 


ANSWER.—The published evidence and much that is unpub- 
lished suggests that it is unusual for myocardial ischemia or 
coronary insufficiency to be elicited or to be increased by the 
antihypertensive drugs. This statement is contingent on the con- 
dition that the drugs are used carefully. Large overdose, say of 
hexamethonium, could easily induce insufficiency, but this is an 
abuse, not a use, of the drug. An example of the published 
reports is that of A. E. Doyle and J. A. Kilpatrick (Methonium 
Compounds in the Angina of Hypertension, Lancet 1:905-908, 
1954). 


BULLOUS LESIONS 
To THE Epitor:—A 4-year-old girl developed large bullous 
lesions of both feet after wearing a new pair of patent leather 
shoes. Where can I have her shoes tested to determine the 
cause of this condition? 
Earl T. McGhee, M.D., Dalton, Ga. 


ANSWER.—If the chronologic relationship between the wear- 
ing of the new pair of patent leather shoes and the first appear- 
ance of large bullous lesions of both feet is certain, it is highly 
probable that the eruption was due to an allergen or irritant 
in the shoes. As a rule dermatitis produced by an allergy to 
ingredients of shoes appears on the dorsa of the toes and foot, 
especially the dorsum of the great toe and on the pressure areas 
on the sole of the foot, rather than between the toes, as is most 
common in fungous infections. The only way to test the thesis 
is to apply patch tests to the patient with the various materials 
of the shoes by cutting out small pieces and applying them with 
proper patch-test technique. The problems and technique of test- 
ing are Outlined in many places in the dermatologic literature, 
such as “Dermatology: Essentials of Diagnosis and Treatment,” 
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by Sulzberger and Wolf (Chicago, Year Book Publishers, Inc., 
1952). An excellent article devoted to the particular subject of 
shoe dermatitis is that by Harry Shatin and Milton Reisch 
(Dermatitis of the Feet Due to Shoes, A. M. A. Arch. Dermat. 
& Syph. 69:651-666 [June] 1954). 


HYDATIFORM MOLE 


To THE Epitor:—Please outline the follow-up care of hydati- 
form mole? The patient is doing well three days after a dila- 
tation and curettage. I plan to check a quantitative Aschheim- 
Zondek test at monthly intervals. Is a Papanicolaou stain or 
vaginal smear of value in these cases? Would testosterone 
increase chances of prevention of growths of any remaining 


mole fragments: M.D., Arkansas. 


ANSWER.—The danger of malignancy following a_ hydati- 
form mole is low. The pathological grading of the mole and 
curettings will be helpful in prognosis. The qualitative tests for 
chorionic gonadotrophin will usually be negative by one month 
post partum; if positive, a quantitative test may be done. Per- 
sistent or irregular bleeding with subinvolution of the uterus 
are positive clinical signs. If all are negative and normal 
menstrual bleeding ensues, one or two further qualitative chori- 
onic gonadotrophin tests should be sufficient. Because a new 
pregnancy will confuse the follow-up, a period of six months 
should elapse before pregnancy is advised. Occasionally, in the 
presence of chorioma, the Aschheim-Zondek test may be 
negative and then turn positive. Should there be clinical signs of 
subinvolution and bleeding with a high quantitative Aschheim- 
Zondek test and rising titer, another dilatation and curettage may 
be helpful, bearing in mind that invasive moles may not be 
accessible to the curette. The main feature of any follow-up 
or therapy is conservatism. This consultant knows of no study 
reporting the relationship between cytological smears and prog- 
nosis after molar abortions. Similarly, cases have been reported 
where testosterone has been used in the treatment (empirical) 
of choriocarcinoma with metastases, but there is no indication 
for its use in this case. 


SULFATHIAZOLE 


To THE Epttor:—/s sulfathiazole a dangerous drug? Should its 
use in the forms of suppositories (for vaginal infections) or 
chewing gum be continued? 


Robert N. Monfort, M.D., East Lansing, Mich. 


ANSWER.—The use of sulfathiazole has been virtually aban- 
doned in favor of equally effective and less toxic sulfonamides. 
Experience gained in World War II has shown that the use of 
crystalline sulfonamides and of sulfonamide ointments, lotions, 
and creams as topical agents was not successful in the manage- 
ment of wound infection or in treatment of infections of the 
skin or mucous membranes. Vaginal suppositories and chewing 
gum containing sulfathiazole are probably of little or no value 
and carry some risk of producing sensitivity reactions. 


COLORED SOCKS 


To THE Epitor:—I have heard patients advised not to wear 
colored socks on feet injured with lacerations because the dye 
may be absorbed through the wound. Please comment on this. 


M.D., Washington, D.C. 


ANSWER.—Finished dyes intended for textile use are com- 
paratively harmless for garment wearers, although in the inter- 
mediate stages of dye manufacture distinctly harmful exposures 
could appear. The reservation in the foregoing statement relates 
to possible sensitization leading to allergic responses. Almost 
any chemical may prove to be a sensitizer for a few persons. 
Most sock dyes will fade on washing, and bleeding under the 
action of perspiration sometimes discolors skin. Many physicians 
in treating fungal infections and other open skin lesions of the 
feet often recommend that patients wear only white socks. Pre- 
cise justification for this may not be well founded. In a few 
instances, dermatitis has been attributed to socks, but this does 
not warrant a quick conclusion that either the dye or the basic 
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yarn, such as nylon, is the source. Yarns may be treated with 
a variety of finishing substances, some one or more of which 
may prove to be the offender. With lacerations of the feet, wear- 
ing of colored socks involves no common peril. Pyogenic infec- 
tion is more of a prospect, and in the presence of any substantial 
laceration or abrasion, the assumption is that a suitable bandage 
or other protection would be applied. 


ATRESIA OF AUDITORY MEATUS 

To THE Epiror:—A male child was born on June 26 with an 
imperforate external acoustic meatus on the right. The right 
ear is only about half the size of the left, and the tragus seems 
to occupy the position of the meatus. The child seems rela- 
tively normal otherwise. When should treatment be instituted, 
and what treatment is likely to give the best results? 


Leslie A. Lambert, M.D., East Tawas, Mich. 


ANSWER.—Congenital atresia of the external auditory meatus 
is usually associated with a normal inner ear and cochlear nerve; 
therefore, the plastic construction of an external auditory meatus 
with a substitute tympanic membrane generally results in a 
useful improvement as well as improved cosmetic appearance. 
Due to the anomalous structures this operative procedure offers 
certain technical difficulties so that it should be undertaken only 
by an otologist experienced in endaural surgery. Since the child 
referred to has a normal ear on the opposite side, he will de- 
velop speech at the normal age, and there is no urgency in 
correcting the atresia. The operative procedure is more readily 
done when the child is around the age of 12 than in younger 
children. Following the creation of a patent meatus, further 
plastic surgery can be considered if indicated, to improve the 
cosmetic appearance of the auricle. 


PIGMENTATION IN PULMONARY DISEASE 
To THE Eptror:—Please discuss pigment of the face and trunk 
in chronic pulmonary disease. I refer to a diffuse tanning 
effect that may be seen in far-advanced lung disease and not 
merely cyanosis. 
Edward Shanhbrom, M.D., West Haven, Conn. 


ANSWER.—Pigmentation of the body as a result of, or co- 
incident with, disease of the chest is uncommon. Perhaps the 
most common cause is an involvement of the adrenals by 
amyloidosis or atrophy along with a coincidental heart or lung 
involvement. Such involvement may be one of several types. 
It may be first, a caseous tuberculosis of the adrenals along with 
a chronic pulmonary tuberculosis. This combination is rare. 
Brown (cited in Rountree, L. G., and Snell, A. M.: A Clinical 
Study of Addison’s Disease, Philadelphia, W. B. Saunders 
Company, 1931) observed only two cases of Addison’s disease 
in 2,570 patients, while Bronfin and Guttman (Am. Rev. Tuberc. 
31:1, 1935) found only two cases in 4,500 patients. More 
common, but still rare, is amyloidosis of the adrenals. In 100 
autopsies of chronic pulmonary tuberculosis, Bronfin reported 
18 with amyloid disease, 14 of which had amyloidosis of the 
adrenals, mainly in the cortex. There were five that had pro- 
nounced symptoms of Addison’s disease (adrenal cortical hypo- 
function) with some freckling and/or pigmentation of the fore- 
head, nose, and sometimes the face, neck, and trunk. There 
was not the usual type of pigmentation seen in Addison’s disease 
like the pigmented mucosa, periorificial, and extensor surfaces. 
Only sallowness or tanning of the face and chest and freckling, 
which was usually ascribed to heliotherapy by the patients. Five 
other cases had some symptoms, but only one had any pig- 
mentation of the skin. The relationship of pigmentation to de- 
struction of the adrenals is not constant. Sometimes there may 
be what appears to be complete destruction of the cortex with 
few or no signs of pigmentation. It is possible, as Bronfin stated, 
that it may depend on the destruction of the medulla rather than 
the cortex. Chromaffin tissue elsewhere may play a role. Still 
more uncommon is adrenal disease with pigmentation that may 
be due to primary atrophy of the adrenals caused by tumors 
(Hodgkin’s, hypernephroma, and other masses) that may press 
on the organ and cause its destruction. Hypothetically, long- 
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standing passive congestion may cause pigmentation of the skin 
as in mitral stenosis and especially inflow stasis caused by partial 
obstruction of the superior vena cava as in Hodgkin’s disease or 
benign tumors. 


MYOCARDIAL INFARCTION AND 
WORKMEN’S COMPENSATION 


To THE Epitor:—What is the consensus regarding the relation- 
ship of effort and myocardial infarction, with reference to the 
Workmen’s Compensation Act? M.D.. New York. 


ANSWER.—The tendency has been to use the term “myocardial 
infarction” unqualified in any way. One thus does not concern 
himself with the distinction between infarction due to coronary 
occlusion and infarction in the presence of a patent coronary 
artery. Dr. Arthur M. Master and his associates insist that this 
distinction must be made because, when there is no acute oc- 
clusion, the necrosis or infarction is subendocardial, and, as in 
angina pectoris, it is precipitated by effort and, therefore, is 
compensable. On the other hand, his group has amassed a good 
deal of evidence to show that coronary occlusion is not affected 
by events in the external environment, and occurs as an end- 
result of longstanding atherosclerosis, irrespective of what the 
patient is doing or what is his state of inactivity. In general, 
internists and cardiologists believe that effort does not precipitate 
myocardial infarction due to coronary occlusion. However, many 
believe that this may occur on very rare occasions. They cite 
a case or two, for example, in which a man had occasion to 
perform severe physical exertion and developed chest pain or 
pressure, with all the clinical and electrocardiographic evidence 
of a coronary occlusion. However, most pathologists feel that 
a coronary occlusion takes hours to weeks to form and that the 
effort in this particular instance merely made the pain more 
severe or apparent. In other words, the effort and coronary oc- 
clusion were coincidental and were not causally related. Hence, 
we have a group, as exemplified by Dr. Master and his associates, 
who believe that the classical coronary occlusion is never pre- 
cipitated by effort, a group who feel it is precipitated in the 
rarest of instances and, finally, a group who feel that effort 
frequently causes coronary occlusion. Dr. Ernst Boas was the 
chief exponent of the last group. Medical witnesses who belong 
to groups 2 or 3 would influence a referee board to rule that 
the coronary occlusion is compensable. Since the tendency is 
to give the workingman every “break,” his case would probably 
be judged compensable no matter what is the physician’s opinion 
as to the relationship of physical exertion and myocardiai 
infarction. 


FEEDING PROBLEM CHILD 


To THE Epitor:—Kindly outline the solution of a feeding prob- 
lem in a 42-year-old otherwise normal child. She refuses 
to eat unless fed. The parents are concerned about malnutri- 
tion if they follow my advice of only allowing the child to 
feed herself. 


M.D., Pennsylvania. 


ANSWER.—Insistence on being fed is an infantile manifesta- 
tion. You are absolutely right in your advice of only allowing 
the child to feed herself. Hardly ever will such a child go over 
three days, and there is no danger of malnutrition. However 
your problem is more to treat the parents than the child. Change 
her environment at meal time as completely as possible, as in 
new surroundings a new habit can be started sooner. Change 
the place of eating, change the dishes, and change the person 
who serves her. It should be made clear to her that she is making 
a new Start in life. Solid foods that require chewing and which, 
at the same time, she is known to enjoy should be offered. Raw 
vegetables and fruits are well suited tor this purpose. Give her 
a dull-edged knife to practice cutting soft foods. Well-cooked 
meat or potato may be tried, and let her spread her bread with 
butter or jam. She is also old enough and will be greatly bene- 
fited if she can eat with children her own age as at a kinder- 
garten or nursery school. If cooperation at home is not satis- 
factory a short stay in a hospital, obviously without the parents, 
will accomplish the desired results. 


738 QUERIES AND MINOR NOTES 


ESTROGENS AND CORONARY DISEASE 


To THE Epiror:—!/ have read that decreased estrogenic produc- 
tion in postmenopausal women is statistically correlated with 
clinical coronary artery disease. Is there any correlation be- 
tween the frequency and severity of coronary artery disease 
in young women after the induction of an artificial menopause? 
Some sources state that hormone studies have demonstrated 
a comparable metabolic disturbance to that in women under- 
going normal menopause. The problem of hysterectomy and 
its disturbances of the endocrine and cardiovascular system 
is of particular interest to me. M.D., California. 


ANSWER.—Experiments in chicks have suggested a favorable 
effect of ovarian hormones on experimentally produced coro- 
nary arteriosclerosis, and according to Wuest, Dry, and Edwards 
(Circulation 7:801, 1953) the hearts of bilaterally oophorecto- 
mized women showed at autopsy arteriosclerosis of a greater de- 
gree of severity than did controls. There is no reason to expect 
that hysterectomy would have any influence on coronary 
sclerosis. 


TRICHINOSIS 


To THE Epiror:—Someone, supposedly an authority, has said 
that lamb or mutton may be infested with Trichinella. I am 
not aware that any animal but swine harbors this parasite. Is 


this so? J.J. Blue, M.D., Cedarville, Mich. 


ANSWER.—Trichinosis is found in such carnivorous animals 
as the hog, rat, dog, cat, fox, bear, marten, and mongoose, but 
there is no authentic record of the disease appearing in herbivor- 
ous animals. Infection in sheep would be most unlikely, although 
sporadic cases could not be definitely ruled out. 


SEROLOGIC TESTS 

To THE Epiror:—In reading the query regarding serologic tests 
(J. A. M. A. 158:/235 [July 30] 1955), 1 would like to mention 
an instance in my practice in which a multiparous patient 
(no change of spouse) whom I had previously delivered has 
come up with a similar situation. In order that the matter 
be finally settled, a Treponema immobilization test was per- 
formed (TP1) that indicated that syphilis did not exist since 
there was no reaction. This patient had always had negative 
serologic tests before, and the present pregnancy was the one 
in which a positive Kahn test was reported with eight Kahn 
units. From the result in this particular case, it would seem 
the TPI test is a final port of call to rule it in or rule it out. 


H. A. Hartman, M.D. 
Kankakee, Ill. 


WETTING AGENTS IN ANTIBIOTIC MISTS 
To tHE Epiror:—The Queries and Minor Notes section, 
April 30, page 1665, of THE JOURNAL, contains a discussion 
on aerosols, While I agree with the opinion about antibiotics, 
I would like to comment on detergent aerosols on the basis 
of long experience with these agents. Alevaire, containing 
one of the Tritons, was stated to be very irritating due to 
a pH of 10.0. Actually the pH of Alevaire is about 8.2 and 
is obtained not from Triton but from 2% bicarbonate of 
soda. Otolaryngologists have been using 2% to 5% solutions 
of sodium bicarbonate to liquefy mucus by instillation through 
tracheotomy tubes and bronchoscopes for decades, and it is 
a safe, nonirritating, accepted therapy in medical practice. 
I have used Alevaire on many patients, from 2 lb. (907.2 gm.) 
premature infants to elderly patients with bronchiectasis, 
over a five year period, and have never noted irritation. 
Judging from the more than 100 clinical papers mentioning 
the use of Alevaire it undoubtedly has been used hundreds 
of thousands of times. As far as 1 know, irritation is not 
reported in any of the articles. The only effect I have noticed, 
which can hardly be called irritation, is the sensation noticed 
by the patient on breathing the aerosol for the first time. The 
unaccustomed impingement of droplets and air stream of any 
aerosol, even water, on the palate and pharynx may cause 
a transitory uncomfortable sensation. This disappears after 
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ahout five inhalations. I have tried in every way without suc- 
cess, to produce some toxic effect with aerosols of superinone 
(Triton WR1339), the detergent in Alevaire. Not the slightest 
respiratory difficulty occurred with the highest concentration 
in newborn hamsters who were born in the concentrated mist 
and lived exclusively in it 24 hours a day for six months. 
Under my care are several children who always sleep in an 
Alevaire mist. One boy with mucoviscidosis has been sleeping 
in it 8 out of every 24 hours for four years, with no toxic 
eflects and excellent prophylactic results, On the other hand, 
many enzymes and detergents, including Duponal C men- 
tioned in THE JOURNAL discussion, are so irritating that they 
cause a chemical bronchopneumonia, hyperemia, and edema 
of the lungs. Animals have died in three hours by having them 
hreathe Duponal C in concentrated aerosol solutions. If 
reduced in concentration to a point where they are relatively 
nontoxic, they not only produce little beneficial effect, but 
may still cause some bronchial irritation. 

Contrary to the opinion expressed in THE JOURNAL, drown- 
ing during aerosol therapy is impossible. The human lungs 
have a tremendous surface area, as large as a double-sized 
tennis court, and can absorb large quantities of fluid. Winter- 
nitz and Smith (Proc. Soc. Exper. Biol. & Med. 16:55-56, 
1919) have shown that dogs can tolerate tremendous amounts 
of fluid insufflated into the lungs. According to these investi- 
gators 20 cc. of water per kilogram of body weight can be 
instilled into the lungs without any harm. Potter (Report of 
the Fifth M&R Pediatric Research Conference, Colum- 
bus, Ohio, M&R Laboratories, page 53) rapidly instilled 
150 cc. of water into a rabbit's lungs without respiratory 
embarrassment. She immediately removed the lungs. They 
weighed only 35 gm., indicating absorption of the fluid al- 
most as fast as it had been injected. The vast majority of 
papers already published on Alevaire attest to its clinical 
effectiveness. It is excellent and unique for decreasing the 
surface tension of secretions and plugs, thus allowing them 
to be more easily expectorated or withdrawn by aspiration. 
This effect can be dramatically demonstrated by administering 
Alevaire (10 cc.) to a group of bronchiectatic patients one 
hour a day for two weeks and observing their sputum daily. 
The sputum invariably changes from a thick yellow or green 
material, difficult to expectorate, and accompanied by dyspnea 
and hacking cough, to a thin, watery material that is easily 
expelled. Expectoration will totally disappear in most cases 
and in others be reduced to a minimum amount that is not 
accompanied by respiratory difficulty. Detergent aerosol 
therapy is a relatively new and unique therapeutic concept 
that requires special techniques and equipment for adminis- 
tration. However, it has been my experience that most physi- 
cians, both general practitioners and specialists, are rapidly 
becoming familiar with the techniques and are finding them 


valuable in their practice. Joseph B. Miller, M.D. 
904 Dauphin St. 
Mobile, Ala. . 


HYPOPHYSECTOMY 


To THE Eprror:—/n THE JourNaL, June 18, 1955, page 620, 
is a query on hypophysectomy for metastatic malignancy. In 
answering, the consultant states that in most cases of hypo- 
physectomy the “only substitute therapy required is the simple 
administration of thyroid substance.” A totally hypophysec- 
tomized patient cannot be managed in this way. These patients 
require adrenocortical hormone replacement in order to main- 
tain life. The most reliable criterion that total hypophysec- 
tomy has, in fact, been accomplished is the rapid development 
of adrenocortical insufficiency when these hormones are with- 
drawn. Patients who survive this operation without the 
development of adrenocortical insufficiency have been proved 
to be incompletely hypophysectomized. The administration of 
thyroid hormone, on the other hand, is not essential for the 
maintenance of these patients, although it contributes greatly 
to their comfort by preventing the development of myxedema. 


Raymond C. Mellinger, M.D. 
Henry Ford Hospital 
Detroit 2. 
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INFANTILE SPASTIC HeMIPLEGIA 


M. A. PERLSTEIN, M.D. LESLIE B. HOHMAN, M.D. MARGARET H. JONES, M.D. 
Chairman 


HERMAN JOSEPHY, M.D. H. W. MAGOUN, PH.D. 


THE BRAIN REGISTRY OF THE AMERICAN ACADEMY OF CEREBRAL PALSY 


Infantile spastic hemiplegia is a well-defined clinical entity 


with diversified causes and pathologic findings. 


It is the most common form of cerebral palsy, 
one third of all cases. 


CLINICAL TYPES OF CEREBRAL PALSY 


Type Frequency Usual cause 
Spastic 65% Trauma and vascular damage 
Athetoid 25% 

Anoxia or other blood-borne 
Rigidity mechanisms 
Tremor 10% 
Ataxia 


Nearly one half of all spastics are hemiplegic. 


Correlation of the clinical syndromes 
with their many causes and varied pathologic changes 
may reveal the pathogenesis clearly enough 


to suggest the prophylaxis.... 
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A Clinical History of a Nine-year-old Boy 


Mother primiparous. . . pregnancy normal 


midforceps...... LOA 


Weighed 9 lbs. at birth. 


Had left cephalohematoma. 


Clearly displayed at6mos...... 


failure to use right arm. 
Walked at 20 mos. 


Talked in words at 20 mos 


6 


in sentences at 30 mos. 


IQ is 80. 


EEG shows left temporoparietal spikes. 


Has right focal seizures 


and frequent tantrums. 


Walks with equinus on right. 
Does not use right arm. 


Both right extremities are 
shorter than the left... . 


especially the arm. 


Suffers loss of proprioception and 
form discrimination 


in right hand. 


Has right homonymous hemianopsia. 
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PRENATAL SPASTIC HEMIPLEGIA 
is uncommon —less than 5%. 


It may be caused 


by malformations... 


Left hemiatrophy with 


normal gyral patterns 


or by a prenatal ‘‘stroke’’ due to maternal toxemia. 


Right spastic hemiplegia P p gram showing large left porencephaly, 


calcified subdural hematoma and shifting of midline to left 


associated with maternal toxemia 


bic 


Ws 


Coronal section 
showing asymmetry 


Right spastic hemiplegia, with left hemianopsia and right 
focal seizures; born by normal delivery to toxemic mother 
Left cortical atrophy Most prenatal noxae such as maternal infection or anoxia are 


with subdural hematoma blood-borne, and generally cause symmetrical brain lesions. 
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NATAL SPASTIC HEMIPLEGIA 
is the most common type— 65%. 


> Prematurity and heavy birth weight 


are predisposing factors. Frequency distribution of spastic hemiplegics and normals 
40- Hemiplegics 
5600 Normals 


Bleeding diathesis or 
debility of the newborn 


may predispose to hemiplegia. 


Frequency in per cent of total 


Next to trauma and vascular damage, anoxia is the 


most important cause of brain injury to the newborn. Birth weight in pounds 
Anoxia, however, usually causes symmetrical lesions Note bimodal peaks at 4 and 8 Ibs. in hemiplegics. 


and extrapyramidal syndromes. 


> Forceps trauma may result in injury to the parietal area. 


Left parietal forceps injury oe 

Spastic hemiplegia need not affect longevity. . = 


This patient lived 68 years. © Less than 5% of brain injury is due te forceps. 
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The physiologic hazards of birth may cause injury to the fetal head which 


acts as a battering ram. Cerebral hemorrhage or contusion may result. 


Impingement of left parietal bone on sacral 


promontory in left occiput anterior delivery 


Molded head with overriding 
bones; parietal area marked 


by sacral promontory 


70% of all cephalic deliveries are LOA, so that the 


left side of the skull impinges on the bony pelvis. 


Birth Weight and Laterality : 8 Ibs. and below... .Right:Left—1:1 
above 8 lbs........ Right:Left—2:1 
above 9 Ibs........ Right:Left—3:1 


<q Biparietal forceps injury, coronal section showing lobar selerosis 
Clinically a double spastic hemiplegia 


Right hemiplegia due to dystocia — 
involving left parietal and temporal 
regions — (caused by molding and 


<i, aa Pelvic disproportion, dystocia or pituitrin induction 


may aggravate the physiologic traumas. 


pressure against the sacral promontory?) __ 
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POSTNATAL INFANTILE SPASTIC HEMIPLEGIA 
is common — over 30%. 


It comprises over 90% of all postnatal cerebral palsies, 


because most postnatal brain injuries are unilateral. 


It is most commonly due 


to head trauma to infection and 
encephalopathy 
‘Encephalitis of Strumpell’’ at 14 months 


of age is probably due to vascular 


spasm with marked destruction 


of the left hemisphere 


Sickle cell thrombus causing hemiplegia * «+ 
é 


and to vascular damage 


Sy 
Fracture of right frontal bone ty 
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The differential diagnosis of postnatal and prenatal pat 


ism 


The fetus does not form scar tissue readily, but rather 


replaces tissues. Therefore, malformations with ore 


normal cells in faulty arrangements may result. 


Microgyria due to developmental defect before sixth fetal month 


Note normal cells in abnormal arrangement and absence of scarring. 


with greatest damage to the arm area 


Motor aphasia is common only in 


postnatal right hemiplegia. 


159 Lobar sclerosis showing gliosis and scarring. 
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Right spastic hemiplegia © 


CORRELATION between clinical entity and pathologic findings 


Precentral gyrus 


4 


Motor area 
Postcentral gyrus 
Mental retardation and ; ab Sensory area 


a* 


seizures are common. 


este 


Broca's are@ 


Aphasia 


Occipital lobe 
Hemianopsica 


Sensory handicap may be more disabling 
than motor, because proprioception and 


form discrimination are lost. 


Anterior 
temporal gyrus 
Psychomotor and behaviour spells 
Vil 
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The arm is usually involved more than the leg. 
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Failure of growth is of cerebral origin 


due to involvement of postcentral gyrus. 


Right spastic hemiplegia 
Note smaller bones and delayed bone age on right 


(4 carpal centers, compared with 6 on left). 


Right spastic hemiplegia showing 


smaller cranial vault on left 


The growth defect on the contralateral side is not limited 


to the extremities, but may involve portions of the brain. 


Aplasia of contralateral lobe of cerebellum Aplasia of pyramidal tract due to 


destruction of contralateral cortical cells of origin 
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Hemianopsia may follow damage to the occipital lobe. 


Atrophy of occipital lobe Left homonymous hemianopsia 


@ lateral view A A-P view 


Pneumoencephalogram showing right occipital porencephaly 


Clinically a left hemiplegic with hemianopsia, following encephalitis 


This is one of the many exhibits shown at the June, 1955, meeting of the 
American Medical Association and which have been collected for pictorial presenta- 
tion in the “A.M.A. Scientific Exhibits 1955. This book is published by Grune & 
Stratton, Inc., N. Y. These exhibits are published in their entirety and are not 
abstracts. 
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